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lemophilus 
luenzae to 
CHLOROMYCETIN 
and to eight other 
antibacterials 


Sensitivity tests were done by the disc method 
on a total of 100 strains of H. influenzae obtained 
from clinical isolates from 1955 through 1958. 


Adapted from Jolliff, C. R.; Engelhard, W. E.; 
Ohlsen, J. R.; Heidrick, P. s.; & Cain, J. A.,2 with 
permission of the authors. 


References: (1) Smith, M. H. D.: Pediatrics 
17:258, 1956. (2) Jolliff, C. R., et al.: Antibiotics 
& Chemother. 10:694, 1960. (3) Harter, D. H., & 
Petersdorf, R. G.: Yale J. Biol. & Med. 32:280, 
1960. (4) Ross, S., ef a/., in Welch, H., & Marti- 
Ibanez, F.: Antibiotics Annual 1957-1958, New 
York, Medical Encyclopedia, Inc., 1958, p. 803. 
(5) McCrumb, F. R., Jr., ef al.: ibid., p. 837. 
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Lancet 80:593, 1960. (9) Appelbaum, E., & Abler, 
C.: New York J. Med. 58:363, 1958. (10) Balter, 
A. M., & Blecher, |. E.: J. M. Soc. New Jersey 
57:479, 1960. (11) Redmond, A. J., & Slavin, 
H. B.: J.A.M.A. 175:708, 1961. 5576! 
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How to help your patient stick to a 


low fat-cholesterol diet 


‘The secret ingredient in a successful diet is acceptance. 
What these dishes lack in fat, they more than make up 
in their great appetite appeal. Skewered lamb kabobs, 
for instance, make a marvelous “meal on a stick.” Even 
ordinary hamburger takes on new dimensions when onion 
or pickle slices are sandwiched between two thin patties. 
When it comes to salads, cottage cheese thinned with lemon 
juice makes a thoroughly satisfying fat-free dressing. And 
to any low-fat-dieter’s taste is angelfood cake with sliced 
fruit and “whipped cream” made with skim milk powder. 


The problem of dieting is simpler when there's food like this! 


United States Brewers Association, Inc. 


For reprints of this and 11 other diet menus, write us at 535 Fifth Avenue, N.Y. 17, N.Y. 


for Ocroser, 1961 


A glass of beer 
can add zest to a 
patient's diet 
Fat O; 


calories 104/8 oz. glass 
(Average of American Beers) 
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1. “What makes a British politician? First, a tradi- 
tion of public service; then a dash of vanity and 
another of self-importance and, added to these, a 
streak of rebelliousness, a pleasure in good talk 
for its own sake, and in gregarious living. These, 
much more than the desire for personal power, 
are the qualities of the individual Member.” Cross- 
man, R. H. S.: The Charm of Politics, London, 
Hamish Hamilton Ltd., 1958, p. 9. 


2. “In our traditional cricket match the parties are 
strong and the best team wins; in the strip poker 
of American politics, the parties are weak and the 
best man wins. In England, loyalty—or at least an 
appearance of loyalty—to colleagues and to party 
doctrine is the key to success; in America success 
comes to the man who knows exactly when to 
jettison a principle or a friendship in order to 
board a bandwagon.” Ibid., p. 12. 
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W askin 


in management of 


A medical potpourri 


Compiled by Andrew M. Babey, M.D., Las Cruces, New Mexico 


3. “Rheteric in cold print arouses the reader’s sus- 
picion that its flow is being used to conceal truth 
rather than reveal it.”’ Ibid., p. 16. 


4. “Aortic occlusions in which the collateral circu- 
lation initially appears adequate not uncom- 
monly undergo sudden regression, with rapidly 
ensuing gangrene, and there is no means of recog- 
nizing the cases which will deteriorate in this way. 
There is therefore no clinical problem of prog- 
nosis in aortic embolism; every case seen early 
enough should be subjected to embolectomy, which 
offers the best hope of averting gangrene. The 
chief clinical problem is one of diagnosis.” Jacobs, 
A. L.: Arterial Embolism in the Limbs, London, 
E. and S. Livingstone Ltd., 1959, p. 93. 


5. “Too much attention is paid at the present time 
to the findings of the catechol test; its results are 


newest 


J.A.M.A. 


paper’ 
reports 


“oral therapy of choice’’ 


diabetes... from the 


mild stable adult to the severe labile juvenile 
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by no means pathognomonic. An anxiety spell will 
provoke just as high titer of catechol as a pheo- 
chromocytoma. Chronic anxiety in a patient with 
sustained hypertension may lead to catechol titers 
of 400 to 1,000 units; a value of 4,000 to 12,000 units 
in a 24-hour period, during which a patient experi- 
enced a severe episode, strongly suggests a pheo- 
chromocytoma—-in other words, only very high 
titers of catechol suggests the presence of pheo- 
chromocytoma.” Evans, James A.: Difficulties in 
the Diagnosis of Pheochromocytoma, M. Clin. 
North America, 44:411 (March) 1960. 


6. “Genetic factors apart, the acquisitions of early 
life, whether intellectual, emotional, or nutritional, 
are the main source of vitality in old age. If we 
want to intervene effectively we therefore have 
to take action long before senescence. This is the 
lesson that emerges from every field of investiga- 
tion of the problems of the aged, whether con- 
cerned with their health, adjustment, employment, 
housing, or the use of their leisure. We do not 
know how to avoid specific mental disease of the 
aged, nor the decline in ingenuity and capacity 
for abstract thought, and the increased forgetful- 
ness and inflexibility it brings in varying degrees. 
But something is almost certainly contributed to 
healthy ageing by fostering personal adjustment 
and fulfilment and physical and mental well-being 
at earlier stages of development.” .Roth, Martin: 
Problems of an Ageing Population, Brit. M.J. 1: 


results 

of 104 
“problem” 

diabetics 

treated 

with... 


DBI (brand of Phenformin HCI-Ni— 
&-phenethylbiguanide 

is available as 25 mg. white, 
scored tablets, 

bottles of 100 and 1000. 


1226 (April 23) 1960. 


7. “Total anuria, however, should make the physi- 
cian suspect obstruction of the urinary tract, mas- 
sive vascular accidents to the kidney, or acute - 
glomerulonephritis.” Merrill, John P.: Kidney 
Disease: Acute Renal Failure. Annual Review of 
Medicine 11:127, 1960. 


8. “Since the cause of death in potassium intoxica- 
tion is cardiac arrhythmia the electrocardiogram 
is imperative in following patients with acute 
renal failure.” Ibid., p. 140. 


9. “. . . the central nervous manifestations in gen- 
eral are those of diffuse intoxication similar to 
that seen in hepatic coma. Indeed, the ‘liver flap’ 
of the extended hands is not uncommon in uremic 
coma.” Ibid., p. 143. 


10. “Care must be utilized in gauging the doses of 
antibiotics in the anuric or severely oliguric pa- 
tient, particularly in the use of streptomycin and 
Kanamycin, for which a therapeutic blood level 
may be obtained for a period of two weeks with 
a single intramuscular dose of 1.5 gm. The in- 
discriminate use of the inlying bladder catheter 
predisposes such individuals to pyelonephritis. 
Until the 24-hr. urine volume in the diuretic 
stage is greater than 1,500 mls., it is rarely of 
clinical benefit. Careful percussion of the bladder 
should reveal retention of this amount long before 

continued on page 54 


fair to excellent control in 91 of 104 diabetics (88%) 


... achieved with DBI use alone or combined with exogenous insulin. 


“more useful and certainly more serene lives”... 

In many diabetics ‘‘phenformin (DBI) has been responsible for adjusting 
life situations so that patients whose livelihood was threatened, whose 
peace of mind was disturbed because of lability of their diseases, have been 
restored to more useful and certainly more serene lives.”’ 


“no evidence of toxicity” due to pai... 


a relatively low incidence of gastrointestinal 
reactions... were found in this series. 


Rely on DBI, alone or with insulin, to enable a maximum number of 
diabetics to enjoy continued convenience and comfort of oral therapy 
in the satisfactory regulation of... 


stable adult diabetes - sulfonylurea failures 


unstabie (brittle) diabetes 


1. Barclay, P. L.: J.A.M.A. 
174:474, Oct. 1, 1960. 


NOTE — before prescribing DB! the physician should be thoroughly familiar 
with general directions for its use, indications, dosage, possible side effects, precautions 


and contraindications, etc. Write for complete detailed literature. 


u. s. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division.@ 250 East 43rd Street, New York 17,.N.¥. 
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Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


wm 


one capsule every morning supplements the diet to help achieve 
proper balance: nutritionally metabolically mentally 


Each dry-filled capsule contains: 
Estradiol, 0.01 mg. ¢ 


rn AS 


Ethinyl 


(Be), 5 mg. Niacinamide, 15 mg. Pyri- 
Methy! Testosterone, 


mental iron, 10 mg.), 30.4 mg. ® Iodine 


2.5 mg. * d-Amphetamine Sulfate, 2.5 mg. 
¢ Vitamin A (Acetate), 5,000 U.S.P. Units 


© Vitamin D, 500 U.S.P. Units * Vitamin 
Biz with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit * Thi- 
amine Mononitrate (B:), 5 mg. ¢ Riboflavin 


doxine HCl (Bs), 0.5 mg. ¢ Calcium Panto- 
thenate, 5 mg. ¢ Choline Bitartrate, 25 mg. 
* Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. ]-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units « 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


(as KI), 0.1 mg. ¢ Calcium (as CaHPO;), 
35 mg. * Phosphorus (as CaHPO,.), 27 mz. 
* Fluorine (as CaF 2), 0.1 mg. Copper (as 
CuO), 1 mg. * Potassium (as K2SO;), 5 
mg. * Manganese (as MnOge), 1 mg. * Zine 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @QQD 


Plan now to attend the A.M.A. Clinical Session in Denver, November 26-30. 


12 


Rocky MountAINn MEDICAL JOURNAL 


j 
e 
AY ¥ & su 
dl 
u 
ij | 
are 
4 | 
4 | 
] q 


(NAL 


| 


~ 


Au THE AUTHORITIES are agreed, now, that 
“the automotive seat belt is the most effective 
single item of protective equipment presently 
available to reduce the toll of traffic injuries 
and deaths.” A survey by The A.M.A. News 
(published August 7, 1961) of 
531 doctors indicates that 32.8 
per cent now have and use 
safety belts. Of those now 
without seat belts, 46.9 per 
cent said they intend to have them installed. 
And then the report continued, “An even 
larger percentage—81.5 per cent—said they 
recommend to other persons that they install 
belts in their cars.” 

This is a plea that the profession quickly 
undertake to practice as it preaches. And we 
urge that doctors routinely purchase the 
shoulder strap attachment with the seat belt, 
because this more than doubles the effective- 
ness of the device. After all, head injuries are 
the main factor, about 70 per cent, and upper 
torso control is therefore necessary. 


Fasten 
Seat Belt 


The accompanying seat belt sticker can be 
removed from the page, and applied to the 
dash in front of the right seat passenger space. 
This is the most attractive one that we have 
encountered, and additional ones may be ob- 
tained from the CSMS office for 5 cents each 
and a stamped and addressed return envelope. 
Stamps will be accepted. 

The A.M.A. News survey mentioned above 
stated that 88.1 per cent of the doctors believe 
that anchorages for both front and rear seat 
belts should be standard equipment of all 
cars. This is eminently sound, and you will 
want stickers front and back, for both cars. 

D. H. Anthony, M.D., of Memphis, was the 
first, we believe, to employ a rubber stamp 
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extolling seat belts on his envelopes and sta- 
tionery. The late Duncan McKeever, M.D., 
carried forward the idea by having his sta- 
tionery bear the same device in printed form. 
Louis W. Breck, M.D., of El Paso, took up 
the theme and has seen to it that a rubber 
stamp has fallen upon fertile ground in many 
places around the country. We hope that 
every doctor who reads these pages will avail 
himself of such a stamp, to be used on his 
envelopes and statements, personal corre- 
spondence, etc. The Colorado State Medical 
Society will send one postpaid on receipt of 
one dollar. The stamps will be on sale at the 
Health Fair in Denver on November 21-28, 
together with stickers. 

Among the numerous exhibits at the Fair 
will be at least two automobiles extensively 
fitted with safety devices. These are standard 
cars modified for safety, a first step toward 
the day when automobiles will be designed 
from the ground up with safety the primary 
consideration. 


The Automotive Safety 
Subcommittee, Colorado 
State Medical Society 


; FOLLOWING EDITORIAL appeared in the 
July 4 issue of the Littleton, Colorado, 
Arapahoe Herald. It was written by its 
“editor and editorial 
writer,” Houston Waring, 
a newsman of national 
repute, who for some un- 
known reason has always 
been profoundly irked by M.D.s in general. 


Denunciation 
By a Critic 


ILL-INFORMED M.D.s 


We suggest that Colorado doctors confine 
themselves to medicine unless they have taken the 
time to study the social sciences. 

Physicians, both in Littleton and medical so- 
ciety officers of state-wide prominence, have as- 
sumed the role of patriots—telling everyone how 
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to handle Communists, economists, liberals, pro- 
fessors, and anyone who doesn’t closely adhere to 
the American Medical Association line. 

Lawyers seldom make fools of themselves the 
way some doctors do, for they can be constantly 
found in attendance at meetings where the great 
questions of our day are debated. For every 40 law- 
yers at such meetings, you may find two doctors; 
so a few physicians are well informed on society’s 
problems. Would that the others might listen to 
them. 

It is understandable that doctors know little of 
the outside world. They have all they can do to 
keep up with the mile-high pile of professional 
literature that is available every year. Unfortu- 
nately, the average citizen is so awed by the medi- 
cal man that he swallows everything he says— 
regardless of whether it concerns tuberculosis or 
foreign affairs. This is satisfying to the doctor but 
it is dangerous to a democracy. 

Doctors usually are suckers for unreliable 
groups like the House Un-American Activities 
Committee or the John Birch Society. 

These groups have persecuted Socrates be- 
cause he voiced new ideas. Dr. John Dodds of 
Stanford said on TV last week that Socrates was 
the victim of the Un-Athenian Activities Com- 
mittee! 

Most doctors of course have the good judgment 
to stay off soap boxes when they don’t have the 
necessary background. 

Your assistant editor, a resident of Lit- 
tleton, composed the following reply which 
was published in the July 11 issue: 

I would like to answer your editorial of July 
4, where you suggest that doctors “confine them- 
selves to medicine” rather than stand up and 
be heard on social science and political science 
subjects. Your primary objection to our speaking 
out is that we are “ill-informed” generally on other 
than medical subjects. To a degree this is true, 
due partly to the lack of leftover time after the 
medical-day is done and due partly to the fact 
that we do occupy part of that free time to study- 
ing medical literature or attending medical meet- 
ings. When human lives are involved the doctor 
can’t depend solely on yesterday’s medical knowl- 
edge; he has to keep up his postgraduate study. 
And if he doesn’t, his next patient will quote a 
Reader’s Digest clipping of the latest in therapy 
of his own particular disease! Today’s patient is 
well informed on disease and he no longer “swal- 
lows” information unless he is convinced his 
doctor knows what he is talking about. 

Most of us would like to know more about 
the “outside world.” Some succeed and some do 
not as is true in any professional or nonprofes- 
sional group. There is no standard doctor, lawyer 
or newsman. All are human and have human 
variables. Some are extroverts; some are not. 
Some are good public speakers; some are not. 
Some are lovable; some are not. 

One of the valid criticisms about which we 
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doctors have felt guilty in the past is that we 
have not taken part enough in community life 
and that we have remained “aloof” from council 
meetings, P.T.A., service club activities and pub- 
lic office. Except for public office, this is not 
true in Littleton. Examples could be cited, but 
would not be felt to be proper by the doctor- 
citizens involved. Nationally, in the public office 
category, there are some seven M.D.s in the House 
and Senate. Even in our own State Senate we 
have two M.D. politicos—but I hasten to add I 
frequently disagree with them. However, I do not 
deny them their right to speak up—even when 
they are “ill-informed!” 

Lawyers by their very nature have a bent 
toward public debate so I’m not surprised that 
more of them show up for the “great questions” 
sessions. The practice they have there might well 
help them in Monday’s courtroom drama. Doctors 
are more often skeptics than suckers and I be- 
lieve this is true not only about our skepticism 
for improved medical wonder drugs (we've all 
been “burned” in the past by being too enthu- 
siastic about some of them), but also of our skep- 
ticism about McCarthyism and John Birchism. 

All doctors earned B.A. or B.S. degrees before 
M.D.s were granted so we have had some ground- 
work in the social sciences, and we like to keep 
up with the political picture through our local 
news media (particularly the editorial pages!). 
So please permit us to sound off on nonmedical 
subjects occasionally. Don’t “swallow” what we 
say if you disagree; argue back. We insist on 
freedom of speech just as you do freedom of the 
press! 


It might be interesting to know why a 
fine journalist like Mr. Waring is paranoid 
about physicians. However, such knowledge 
would serve no useful purpose. But perhaps 
we can exercise more restraint than he has 
when we have to swallow what some of his 
colleagues, who call themselves Science 
Writers, write and publish. Many of them 
are less well versed in scientific medicine 
than we are in the social sciences. 


;* 15TH ANNUAL American Medical Associ- 
ation clinical meeting in Denver November 
26-30 will offer a combination of fundamental 
postgraduate knowledge plus the latest find- 
ings in a number of areas of medical research 
that will be of great benefit to 
all of us in the conduct of our 
practice. 

As a former member for 
many years of the Council on 
Scientific Assembly, I have followed the 
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progress and development of the winter clin- 
ical meeting from its inception. I can state 
without qualification that the program or- 
ganized for this 1961 Denver meeting is the 
best that has ever been assembled. 

At the annual meeting in New York last 
June, the Board of Trustees and the House 
of Delegates once again put their stamp of 
approval on the winter clinical meeting as a 
vital part of the American Medical Associa- 
tion’s service to its membership to provide 
continuing education and knowledge. 

It is my personal hope and appeal that 
every member of the American Medical As- 
sociation will take full advantage of the op- 
portunities offered at the Denver meeting by 
attending all five days. 

There are many highlights in the clinical 
programs that will be of value and interest 
to the clinician. 

All of us in practice are well aware that 
the personal habits of our patients, plus the 
habits of the social group of which they are 
a part, play a major role in health. 

This phase of medicine has been studied 
in detail by a group of Colorado physicians, 
and they will present their findings in a 
series of papers at the Denver meeting. 

Space medicine is very much in the news 
these days. Many of us are only vaguely 
aware that the research specialists in space 
medicine also are learning much that will be 
of value to the physician in everyday practice. 
Several specialists in space medicine will pre- 
sent papers analyzing some of these findings. 


Every physician knows that heredity is 
important in tracing the patient’s pattern of 
disease. The research scientists are now learn- 


ing much more about this important aspect - 


of medicine, and a section on genes and chro- 
mosomes and their implications in disease 
has been scheduled. 

It is now possible to get bids and delivery 
dates on a full-fledged nuclear power plant 
for private industry. In fact, at least one of 
these plants already has been built. In the 
decade ahead there will be many more nu- 
clear reactors in everyday use in many geo- 
graphical areas. 

Every possible safety precaution is taken 
in the installation and operation of a reactor, 
but there always is the human element, and 
accidents will happen. The physician in prac- 
tice, sooner or later, likely will be faced with 
the problem of treating injuries from reactor 
accidents. 

Specialists in this area will present several 
papers that will give those of us in practice 
considerable basic knowledge on how to treat 
patients suffering from reactor accidents. 

I have listed only a few of the many high- 
lights of the clinical program for the Novem- 
ber meeting. There will be many other equal- 
ly interesting and informative presentations. 

The winter meeting is designed specifi- 
cally for the clinician in practice. Let me re- 
peat: the program this year is the best in 
the splendid history of this meeting. 

Leonard W. Larson, M.D. 
President, A.M.A. 


Doctor-patient relations 
under socialized medicine 


What would a system of government medicine 
mean for the individual patient and his physician? 
This is the approach explored in a speech entitled, 
“Some Plain Talk About Physician-Patient Rela- 
tionships Under Socialized Medicine,” which the 
California Medical Association has distributed to 
county and district societies. 

Dealing with such topics as who pays the bills 
under socialized medicine, how the system oper- 
ates, the unknown cost of political administration, 
how the intimate doctor-patient relationship will 
be affected, what the British example has shown, 
and the physician’s view toward government medi- 
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cine, the speech brings a controversial subject 
down to the meaningful level of the doctor and 
his patient. It concludes with this observation: 
“The question that confronts us all... is, do we 
or do we not—as citizens in a democracy—have 
the wisdom to apply the brakes to the onrush 
toward socialism; or, are we to socialize medicine 
and ... watch the rest of our society go the same 
route?” Here is the type of speech—simple, direct, 
well suited to lay audiences—which is excellent 
for presentation by county society speaker’s bu- 
reaus. It also serves as excellent background ma- 
terial for individual doctors in everyday discus- 
sions with their patients and other groups within 
the community.—Communications Division, A.M.A. 
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Leonard J. Rotondi, M.D., T. W. Saam, M.D., and William E. Kane, M.D.. Butte, Montana 


ENURESIS IS FOUND in about 15-20 per cent of 
the children seen in a pediatric clinic. Al- 
though the problem is considered emotional 
in the majority of cases, and is so treated, a 
complete urologic investigation is frequently 
indicated. Occasionally this examination will 
reveal the presence of an anomalous ureteral 
orifice. 

Ureteral ectopia appears in about one 
patient in 116, according to Campbell', who 
also states that the anomaly occurs approxi- 
mately three times as often in the female as 
in the male. Because the ectopic orifice is 
proximal to the external sphincter in the 
male patient with this anomaly the problem 
of incontinence does not occur. However, in 
about half of the female patients with an 
anomalous ureteral orifice, the orifice is sit- 
uated distal to the external sphincter and 
incontinence results. 

The embryology to explain this phenom- 
enon can be found in any standard textbook 
on urology. Generally speaking, the ectopic 
orifice is one of pyelo-ureteral duplication, 
and its position is lowermost in the urinary 
tract and drains the ureter from the upper 
pelvis. In the male the ureter cannot open 
distal to the external sphincter because the 
anterior urethra develops from the urogenital 
sinus. Therefore no incontinence results. The 
female urethra is developed in its entirety 
from the vesico-urethral portion of the cloaca. 
Consequently the ectopic orifice may open 
distal to the sphincter control, resulting in 
incontinence. The most common site of 


*From the Silver Bow General Hospital. 
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Incontinence 


due to ureteral ectopia™ 


Report of a case 


ureteral ectopia in the female is in the 
urethra; rarely it may be situated in the 
vagina, cervix, or uterus. 


Diagnosis 

Occasionally the diagnosis of ureteral 
ectopia is difficult. Often the complaint of 
incontinence associated with a normal uri- 
nary stream is the only symptom which 
alerts the urologist to the possibility that 
this anomaly exists. Intravenous urograms 
may be helpful only if the function of the 
involved renal segment is normal. However, 
if the involved renal segment is atrophic as 
a result of pyelonephritis, intravenous uro- 
grams will be of no value in aiding in the 
diagnosis of ureteral ectopia. 

The use of dyes such as intravenous in- 
digo carmine may reveal the presence of a 
vaginal ectopic ureteral orifice if the in- 
volved kidney functions normally. In the 
event of an ectopic ureteral orifice located 
in the urethra this test may be useless. More- 
over, on cystoscopy two normally situated 
ureteral orifices may be identified and on 
urethroscopy a small ectopic ureteral orifice 
may easily be overlooked. Despite these dif- 
ficulties, there should be no hesitation in the 
use of these procedures as frequently they 
are very helpful in the diagnosis of ureteral 
ectopia. 


Treatment 


The treatment of choice will depend on 
the condition found on careful investigation 
of the urinary tract. Procedures employed 
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consist of ureteroneocystostomy, nephrouret- 
erectomy or nephrectomy, heminephrectomy 
or ureteroheminephrectomy, ureteropyelos- 
tomy and ureteroureterostomy. Ureteroneo- 
cystostomy is indicated where the kidney on 
the involved side is sound and has only one 
ureter which opens into the urethra. Ne- 
phrectomy is indicated if the kidney on the 
involved side is severely damaged by infec- 
tion or hydronephrosis and the opposite kid- 
ney is able to sustain life. Heminephrectomy 
is indicated if there is a reduplication of the 
drainage system and the portion of the 
kidney draining through the ectopic ureteral 
orifice is severely diseased but the remaining 
portion of the kidney is normal. The ureter 
draining through the ectopic ureteral orifice 
may be removed at the time of nephrectomy 
or heminephrectomy if it is severely dis- 
eased. Usually it is removed at a later time 


and only if it is causing persistent trouble. 
Recently dela Pena and Oliveros* used a 
ureteropyelostomy in a case of reduplication 
of the ureter and renal pelvis. One ureter - 
in this case had an ectopic opening in the 
vagina. The ureter which opened into the 
vagina was anastamosed to the pelvis which 
drained into the bladder. Ureteropyelostomy 
is indicated in a case of this type if the entire 
renal parenchyma on the involved side is 
normal because it is simple and conserves 
renal tissue. In our case we used a ureterou- 
retostomy because the duplicated right renal 
pelvis was intrarenal, because the right renal 
parenchyma was normal and because the left 
kidney was nonfunctioning or absent. 


CASE REPORT 


This 15-year-old female patient was first seen 
by the urologist in September, 1958. At that time 


continued on page 78 


Thoracic aortic aneurysm 


Case report of fatal rupture 


David E. Dines. M.D.. William B. Condon, M.D., Denver 


Atherosclerotic aneurysms are not 

uncommon. Repair is essential 
if lives are to be saved. In this 
fatal case, rupture into the 
esophagus occurred; only 52 cases of 
rupture into the gastrointestinal tract 


have been described. 


ARTERIOSCLEROSIS has, with increased longev- 
ity, become the greatest single killer of our 
century’. Atherosclerotic aneurysms are 
more common with increased longevity, con- 
sequently it becomes essential to know the 
etiologic factors in the formation of these 
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aneurysms and the diagnosis and prognosis 
both with and without treatment. This is 
especially true in view of recent develop- 
ments in vascular surgery with the introduc- 
tion of grafts, which now render operable 
many aneurysms which were previously re- 
fractory to any treatment*:". The purpose of 
this report is to review the subject and to 
describe a case of fatal rupture of a thoracic 
aortic aneurysm with erosion into the esopha- 
gus. 


CASE REPORT 


A 54-year-old male was admitted to St. Joseph’s 
Hospital on April 22, 1958, because of right upper 
quadrant pain, radiating around into his back, 
associated with gas, belching, bloating, and ano- 
rexia of four weeks’ duration. Since the onset of 
symptoms, he had lost 24 pounds. He had had a 
coronary occlusion in 1951 but had recovered 
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completely. He had had hypertension five years 
prior to admission but had received no treatment. 
He was found to have a thoracic aortic aneurysm 
on a routine chest x-ray in 1955 (Figs. 1 and 2). 
Three months prior to admission, enlargement was 
noticed in the aneurysm on roentgen examination 
(Fig. 3). In 1953 he was found to have chole- 
lithiasis. 

On physical examination, the patient appeared 


acutely ill. His pulse was rapid, and his heart 
overactive. There was a precordial heave in the 
left 5th and 6th interspaces, and the heart was 
enlarged two centimeters outside the mid-clavicu- 
lar line. There was tenderness and voluntary 
guarding in the right upper quadrant. No masses 
were palpable. Blood pressure was 120/80 in both 
arms. There was generalized arteriosclerosis ob- 
literans with a diminution of all peripheral pulses. 
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Remainder of the physical examination was not 
remarkable. 

Routine laboratory tests disclosed a hemoglobin 
of 11.2 grams, a WBC elevated to 17,200 with 77 
segmenters, 1 stab, and 22 lymphocytes. Urin- 
alysis was normal except for 2-3 RBC’s and 4-6 
WBC’s per high power field. The B.U.N. was 17.9 
mg per cent. The E.S.R. was corrected to 32 
mm/hour. V.D.R.L. was negative. The electro- 
cardiogram was within normal limits for his age. 
Chest x-ray showed moderate cardiac enlargement 
mainly of the left ventricle, small nodular calcific 
densities in both lung fields, and an enormous 
aneurysm of the descending aorta (Fig. 4). 

The patient remained anorectic and required 
intravenous feedings. With the elevated W.B.C., 
positive physical findings, and obvious deteriora- 
tion, after much debate, a cholecystectomy was 
recommended in lieu of the tremendous operative 
risk. A cholecystectomy was performed April 26, 
1958, in 30 minutes and the patient returned 
from the O.R. in satisfactory condition. The oper- 
ative specimen revealed acute and chronic in- 
flammation with cholelithiasis. 

Urinary output was poor postoperatively, and 
on April 29, 1958, he became more short of breath 
and orthopneic and developed neck vein disten- 
tion. There were rales at both bases, and he was 
digitalized. He progressed satisfactorily until the 
seventh postoperative day when he complained of 
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severe epigastric burning. There was much more 
precordial thrust at this time, and we suspected 
dissection of the aneurysm. On May 3, 1958, he 
dehissed his wound and required surgical repair | 
of the dehissence. The following day the pre- 
cordial heave was more prominent in the left 
upper quadrant of the abdomen. On the tenth 
postoperative day he had a large hemoptysis. 
Blood urea nitrogen had risen to 112 mg per cent. 
The following day he began bleeding per rectum, 
and he expired on the 13th postoperative day, 
after a bloody emesis. 

Postmortem examination disclosed a 2-centi- 
meter rupture of the thoracic aortic aneurysm 
on its anterior surface and erosion into the middle 
third of the esophagus (Figs. 5 and 6). The aneu- 
rysm was saccular and measured 11 by 15 centi- 
meters, arising 6 centimeters below the arch and 
extending to 3 centimeters above the diaphragm 
(Fig. 7). There was severe atherosclerosis of the 
aorta and coronary arteries. 


Discussion 


In more recent years, aneurysms of the 
continued on page 80 


Fig. 6. Photograph demonstrating a hemo 


esophagus where the a 


‘ough prvior to rupture 
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A relatively new disease, created by the 
physician, causing both discomfort 

and death, can only be controlled by 
conscious restriction of the use of 


allergenic drugs to those situations 


where they are essential. 


THERE HAS BEEN A RAPID INCREASE in the inci- 
dence of drug allergies, as well as in the 
severity of their symptoms, during recent 
years. The situation has progressed to a point 
where, according to conservative estimates, 
many millions of individuals have acquired 
drug allergy in this country alone. This phe- 
nomenon is explained by the fact that a large 
segment of the population is being increas- 
ingly sensitized by repeated exposure to 
highly allergenic drugs, and the process is 
made worse by the continual appearance of 
new drugs that are so constituted that they 
may induce allergy. 

In some that are sensitized, symptoms are 
latent and appear only when the offending 
drug is contacted; in others symptoms are 
acute. However, the majority of allergic drug 
reactions are of little consequence in that 
they are no more than feelings of discomfort 
and are transient. There is, however, a small 
but increasing percentage in which symptoms 
are more serious, and occasionally fatal. 

The present situation is in contrast to 
that of some 30 years ago. Drug reactions 
occurred under certain circumstances, espe- 
cially in the syphilis clinics where repeated 
exposure to arsenicals and mercury led to 


*Presented at the 25th Annual Midwinter Clinical Session of 
the Colorado State Medical Society on February 18, 1960, 
Denver. Dr. Alexander is Emeritus Professor of Clinical Medi- 
cine, Washington University Medical School. From the De- 
partment of Internal Medicine, Washington University Medical 
School, and the Barnes Hospital, St. Louis. 
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Allergic reactions to drugs’ 


Harry L. Alexander, M.D., St. Louis 


exfoliation of the skin, often fatal, as we!! as 
serious lesions elsewhere. Other drugs then 
in use, such as Pyramidon, Nervinal and 
Dinitrophenol, also gave severe reactions, 
but the over-all incidence could not compare 
with that which followed the introduction 
of the sulfonamides, and then penicillin, both 
of which have a high capacity to induce 
sensitization. As large numbers of individuals 
came in contact repeatedly with these sub- 
stances, the present era of drug allergy be- 
gan. With the sulfonamides it flowered dur- 
ing World War II, and the large number of 
specimens of tissue in the Army Medical 
Museum collection testifies to the extent of 
the allergic lesions that these compounds 
induced. 

Allergic reactions to drugs is a large sub- 
ject, for there are many lesions and many 
drugs that cause them. However, if one con- 
siders the comparatively few lesions that 
recur most frequently, and the limited num- 
ber of drugs that are largely responsible for 
them, the clinical aspects will be fairly en- 
compassed. For the sake of brevity, the sub- 
ject will be presented in this way, although 
it should be kept in mind that many other 
lesions occur occasionally, and that there are 
hundreds of drugs that have been recorded to 
have induced them. 


Two questions 


Before presenting the clinical aspects, 
there are two questions that should be con- 
sidered. One is why some drugs cause lesions 
and others do not; and the second is why 
some individuals have drug reactions and 
most others do not. 

Concerning the first, it has been estimated 
that there are over 350,000 substances that 
have been used as drugs, and yet those iden- 
tified with drug allergy number no more 
than a few hundred; and of these, perhaps a 
few dozen now in common use give reactions 
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frequently. The answer to this phenomenon 
is to be found in the mechanisms of allergic 
reactions. This is a complicated subject and 
I shall not dwell upon it other than to point 
out that lesions result, presumably, from an 
interaction between the sensitizing substance, 
or antigen, and antibodies which it induces. 
Once antibodies appear in sufficient abun- 
dance, then further contact with the antigen 
sets up a mechanism wherein histamine or 
some such substance is released from the 
tissues and reactions result. 

In order to stimulate the formation of 
antibodies, antigens must possess certain 
chemical and physical characteristics which 
involve proper surface configurations and 
they are usually large molecules. Few drugs 
have antigenic requisites. Many are simple 
organic compounds, but some have the proper 
arrangement of their constituent atoms 
wherein they may become antigenic after 
they enter the body by combining with blood 
or tissue elements. The antigenic constituents 
of many allergenic drugs are not known. 
The large majority of drugs apparently do 
not possess them. 


Vot like other allergies 

Unlike some other types of allergy, anti- 
bodies to drugs usually cannot be demon- 
strated. In hay fever, they reside in the skin 
and a positive skin reaction appears promptly 
after the allergen is introduced through a 
scratch or is injected; and antibodies can 
also be recovered from the blood. With drugs 
these tests are rarely positive. Hence, the 
diagnosis of drug allergy usually is made by 
inference. Although there are several criteria 
by which this is done, I shall mention but a 
few important ones. 

Many allergic drug reactions are recog- 
nized by the fact that the clinical patterns 
that they give are the same ones that are 
caused by allergens others than drugs. Thus, 
the asthma that occurs in an individual im- 
mediately after he takes five grains of aspirin 
is the same that appears in one sensitive to 
house dust which gives a positive skin test 
and circulating antibodies. The urticaria in- 
duced by liver extract appears just like that 
which follows the ingestion of shell fish, 
and the triad of fever, urticaria and arthral- 
gia after the administration of penicillin is 
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identical to that which follows the injection 
of antitoxin derived from horse serum. 

Now, here is a difficulty. There are some 
patterns, presumably those of drug allergy, - 
that are rarely, if ever, seen with other aller- 
gens. I refer particularly to disturbances of 
the blood elements, such as depression of 
the white cells, purpura and profound ane- 
mia, as well as severe damage to the liver. 
Yet, these lesions frequently occur in the 
presence of skin eruptions typical of drug 
allergy. Sometimes they appear after months 
of treatment and one suspects a toxic effect 
but, on the other hand, they may come after 
the first few doses. 

One may get around this dilemma by 
applying the word “hypersensitivity” which 
is often used to describe allergy but has a 
wider meaning. For instance, an individual 
who bleeds profusely after taking a few 
grains of quinidine whereas almost everyone 
else can tolerate it, is evidently hypersensi- 
tive to the drug, no matter what the under- 
lying mechanism may be. 

Beside its clinical patterns, allergic drug 
reactions, like allergy to other antigens, rare- 
ly appear immediately after the first contact, 
for apparently no antibodies to the drug 
involved had been previously stimulated. 
This is a matter of clinical importance, for 
if a patient denies ever having received peni- 
cillin therapy, for instance, it is quite safe to 
give it. Finally, lesions of drug allergy occur 
from therapeutic doses which most individ- 
uals tolerate, and they thus differ from toxic 
symptoms of overdosage. 


Degrees of inherent allergy 

The second question concerns the fact 
that comparatively few individuals react to 
drugs, whereas most do not. One reason for 
this discrepancy is that some people are in- 
herently allergic and thus are more prone 
to develop drug hypersensitivity. In the non- 
allergic group, there is, likewise, an inherent 
factor which may involve individual capacity 
to develop antibodies. The range is wide, for 
one may have a reaction after a second in- 
jection of penicillin, whereas in a reported 
case symptoms first appeared after the hun- 
dredth dose. Another example of how diffi- 
cult it can be to acquire sensitivity is re- 
flected in the circumstances of one of the 
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earliest deaths caused by the drug. This oc- 
curred in a young woman in a hospital in 
Brussels. She had empyema and received 
daily injections of penicillin for some six 
weeks without reaction. Urticaria then ap- 
peared when the pleural cavity was first 
washed with a penicillin solution, and the 
eruption became worse with each successive 
lavage. When anaphylactoid shock occurred, 
it was realized that the reactions encountered 
were caused by penicillin. A few days later 
the patient was given sedation from a syringe 
that had not been completely emptied of a 
penicillin solution, and she died in shock in 
a matter of minutes. Doubtless, the majority 
of individuals, like this patient, are suffi- 
ciently resistant to penicillin to require many 
doses to sensitize them clinically. However, 
in all probability if everyone received the 
drug often enough, all would react to it. An 
experiment of this order was performed on 
a group of volunteers who received a sul- 
fonamide ointment which was rubbed into a 
given area of skin every day. Dermatitis ap- 
peared there quickly in a few, and eventually 
in all. 

The importance of this observation is 
that when one receives an allergenic drug, it 
is one irrevokable step toward sensitization. 
This explains why drug reactions are increas- 
ing, for as large segments of the population 
are exposed to allergenic drugs, the threshold 
of sensitization is reached in more and more 
people. Moreover, as in the fatal case just 
cited, once reactions appear, they tend to 
intensify on further exposure, probably be- 
cause more antibodies continue to be formed. 

With this background, one may consider 
the important allergic drug reactions and the 
common drugs that cause them most fre- 
quently. The lesions may be separated into 
two groups: those affecting the skin, and the 
systemic manifestations. The latter, however, 
are frequently accompanied by allergic der- 
matoses. 


De matologic manifestation 

Perhaps the most frequently occurring 
skin eruption is urticaria. There is nothing 
unusual about the lesion, with the exception 
of its appearance after penicillin. Instead of 
disappearing promptly as it does with other 
drugs soon after they are withdrawn, it may 
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persist for an extraordinarily long time — 
occasionally for months. Moreover, the ap- 
pearance of the eruption may be delayed 
until several weeks after penicillin has been 
discontinued. 

Other than penicillin, the drugs that cause 
urticaria most frequently are organ extracts, 
salicylates and serums. 

Another common allergic reaction is a 
type of eczema that follows repeated local 
applications of a large number of substances, 
including drugs, to areas of the skin. In this 
regard it is like contact with poison ivy. It is 
known as “eczematous contact dermatitis,” 
and is one of the most common eruptions 
seen by dermatologists. It may appear on 
areas of skin to which a preventive sunburn 
lotion containing paraaminobenzoate has 
been applied, and the lesion demarcated from 
normal skin by the top of the bathing trunks; 
or on an eyelid and surrounding skin from 
applications of sulfacetamide in contrast to 
the unaffected untreated eye. One finds it on 
the hands of nurses from handling allergenic 
drugs. 

Although the lesion is readily identified 
by its characteristic eczematous appearance 
and its localization, at times this picture is 
obscured. A case in point is that of a young 
woman with acne who applied an ointment 
containing sulfur to her face. In time an itch- 
ing dermatitis appeared for which another 
ointment containing benzocaine was pre- 
scribed, with temporary relief, but soon the 
itching dermatitis returned with increased 
severity as sensitization to benzocaine de- 
veloped. Infection appeared and sulfadiazine 
was used, which, in the presence of the exist- 
ing sulfur sensitization compounded trouble, 
and the original lesion was no longer recog- 
nizable. Sulfonamides, penicillin, mercury, 
streptomycin and local anesthetics cause con- 
tact dermatitis. 

The third most common skin manifesta- 
tion of drug allergy is a macular-papular 
eruption that looks like that of measles. 
Sometimes it appears as an intense erythema 
and resembles scarlet fever, so these are 
spoken of as “exanthematic eruptions.” Phe- 
nobarbital is a common offender and with 
this drug the rash is frequently accompanied 
by a slight fever. In large metropolitan hos- 
pitals for contagious diseases, such cases 
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enter occasionally with the mistaken diag- 
nosis of measles. The barbiturates, sulfona- 
mides, hydantoins (anticonvulsants) , strepto- 
mycin, as well as bromides and iodides, are 
identified with the lesion, but there are sev- 
eral others. 

Urticaria, contact dermatitis and the ex- 
anthematic eruptions are certainly the most 
common lesions of drug allergy, but it must 
not be lost sight of that there are many other 
eruptions that occur less frequently, some of 
which will be mentioned in discussion of 
individual drugs. By the same token, the 
mention of the few drugs that are most fre- 
quently encountered, excludes hundreds 
which have been recorded to have induced 
lesions less frequently. There are more than 
75 drugs that are known to have induced 
urticaria, and as many (with duplications) 
responsible for contact dermatitis. 


Systemic manifestations 
Serum sickness pattern is the most fre- 


quent systemic manifestation of drug allergy. 
Its clinical picture is identical to that which 
follows the administration of horse or rabbit 
sera; fever, urticaria, arthralgia; less com- 
monly peripheral neuritis, renal and myo- 
cardial manifestations, and arteritis. Symp- 
toms appear about one week after the drug 
is first given and this is one instance where 
there need be no previous exposure. Pre- 
sumably, antibodies develop before the drug 
has been eliminated and contact between the 
two can set up allergic reactions. In serum 
disease, at least, both horse serum and anti- 
bodies to it have been found in the blood at 
the time that symptoms appear. 

Urticaria occurs frequently alone, fever 
alone less so, and only arthritis, rarely. More- 
over, the three may not develop simultane- 
ously. Fever, when it appears first, may be 
troublesome, especially if it is due to a drug 
given for infection. Thus, a sulfonamide com- 


pound may cure the infection. If, in a week 
continued on page 87 


Indications for prostatectomy 


{ review of the indications for 
prostatectomy together with ar 
informative discussion of what may be 
expected both by the physician and 

the patient. { good article to read tf vou 
have patients to refer and partte ularly 
good if you are getting into the age group 


where you may be the patient. 


INDICATIONS FOR PROSTATECTOMY was chosen 
as the topic for presentation before this 


*Presented before the meeting of the Wyoming State Medical 
Society, September 7-10, 1960, in Jackson, Wyoming. From the 
Department of Urology, Ochsner Clinic, New Orleans. 


for Octoser, 1961 


William Brannan, M.D., New Orleans 


Society for several reasons. First, urologists 
daily encounter many patients who have mis- 
conceptions regarding the exact meaning of 
the term prostatectomy. Secondly, referring 
physicians often do not have a clear concept 
of the indications for prostatectomy or the 
indications for more adequate urologic in- 
vestigation in men with obstructive urinary 
symptoms. Thirdly, the patient and referring 
physician frequently have an erroneous im- 
pression of the results of prostatectomy and, 
finally, there is little detailed information in 
the medical literature on the indications for 
prostatectomy other than the obvious cases 
of acute or severe chronic urinary retention. 
Moreover, the urologist still sees too many 
patients with obstruction from benign pros- 
tatic hyperplasia who should have had pros- 
tatectomy many months before they finally 
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consulted him. In addition, more and more 
adequately trained urologists are locating in 
the smaller towns, so that good urologic care 
is now available to most elderly patients 
with prostatism. 


Educating the public 


Before the specific indications for pros- 
tatectomy are considered, it is pertinent to 
emphasize that the public is still ignorant 
of what prostatism is and what its conse- 
quences may be. Great strides have been 
made in surgical technics and methods of 
anesthetization during the past two decades 
with steady reduction in operative mortality 
rates. The aging population is steadily in- 
creasing and must be educated to the fact 
that the mortality rate of major surgical 
procedures is no longer alarmingly high in 
the prostatic age group. The physician still 
has to re-educate patients who recall the 
death of some elderly relative or close friend 
during prostatectomy only after he had had 
several bouts of acute retention, was uremic, 
had severe chronic pyelonephritis resulting 
from repeated instrumentation, and had ex- 
cessive hemorrhage. Many patients still be- 
lieve that signing a permit for prostatectomy 
is like signing their own death warrant. The 
public must also be made to realize that 
urinary difficulty in an elderly man is not 
normal. Until this is done, we will see too 
many men with decompensated upper uri- 
nary tracts and large atonic bladders which 
will never regain their capacity to empty 
completely, severe cases of chronic cystitis 
and pyelonephritis, vesical diverticula, and 
uremia with secondary anemia, all of which 
increase the operative risk and decrease the 
number of good operative results. In general, 
the more insidious the onset of symptoms 
the more frequent the complications and ir- 
reversible changes. 


Elective surgery preferred 


Prostatectomy is almost always an elec- 
tive procedure. A definite indication for re- 
moval of the prostate is repeated bouts of 
acute urinary retention. Most patients who 
have had one or more bouts of acute urinary 
retention will have some secondary changes 
in the bladder resulting from bladder neck 
obstruction. Obviously, operation should not 
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be done on the patient in whom acute urinary 
retention suddenly develops after an acute 
debilitating disease if he can be treated by 
an indwelling catheter and upon recovery 
will be able to void satisfactorily. Also, oper- 
ation need not necessarily be considered in 
patients with acute urinary retention resulf- 
ing from administration of one of the anti- 
cholinergic drugs for a gastrointestinal dis- 
order. However, frequently such patients will 
be much healthier if they are treated by 
maintenance doses of anticholinergic drugs 
and prostatectomy, when other therapeutic 
measures have failed to relieve the primary 
gastrointestinal complaint. Other important 
considerations are the patient’s occupation 
and the accessibility of proper medical atten- 
tion. It is unfair to a patient who must be 
away from home a large part of the time to 
be in constant fear of the development of 
acute urinary retention. 

Chronic or recurrent infection in the blad- 
der is another common indication for pros- 
tatectomy, if residual urine is present, no 
matter how little. These men will almost al- 
ways have evidence of trabeculation and 
other changes secondary to obstruction, and 
it is far better to relieve the cause of the 
continued threat to the kidneys than simply 
to prescribe sulfonamides or potentially 
dangerous antibiotics repeatedly. The longer 
infection remains in the bladder, the more 
likelihood of the development of pyelone- 
phritis and incurable cystitis or acute epi- 
didymitis, which may mean loss of one or 
both testicles. 


K idney damage 


An elevated blood urea nitrogen value is 
an indication for prostatectomy when no 
cause for the elevation other than prostatism 
with residual urine can be found. In almost 
all patients renal function will return to 
normal once the obstruction is relieved, pro- 
vided damage from obstruction alone or sec- 
ondary infection has not been irreparable. 
Of course, renal function should always be 
corrected before prostatectomy by relieving 
the obstruction with an indwelling catheter. 
We still see too many patients with severe 
chronic renal failure that is refractory to 
drainage of the bladder and therefore must 
be treated by suprapubic cystostomy, but 
even most of these will improve enough so 
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that prostatectomy can be performed without 
too much additional risk to the patient. 


Suggestive symptoms and findings 


Considerable difficulty in voiding may be 
sufficient indication for prostatectomy. The 
patient who has to strain to void to the point 
of having difficulty with hemorrhoids or 
associated hernias or who has to take so 
much time to void that it becomes a great 
inconvenience should be helped. Many of 
these patients will have no appreciable re- 
sidual urine or infection. It is not fair for 
them to be saddled with the inconvenience 
of soiling their trousers because of extreme 
urgency or terminal dribbling when this act 
could be restored to normal by prostatec- 
tomy. 

Many patients complain of urinary fre- 
quency that is extremely disturbing during 
the day or that is severe enough at night to 
make adequate rest impossible. If the patient 
has other diseases that make adequate rest 
extremely important, prostatectomy may be 
indicated and may benefit the primary dis- 
ease. 

Vesical calculus rarely occurs in the ab- 
sence of obstruction. Frequently, a stone or 
stones are removed, without removing the 
primary cause—the obstructing prostate. In 
such cases, stones will almost always recur 
or associated infection will never subside. 
Patients with stones will be seen occasionally 
in whom the irritative symptoms of fre- 
quency and urgency may overshadow the 
obstructive symptoms. This is one reason 
why routine roentgenography of most pa- 
tients with urinary symptoms is recom- 
mended. 

Vesical diverticulum is another definite 
indication for prostatectomy. The size of the 
diverticulum should not be a deciding factor, 
since large ones will usually not empty ade- 
quately and smaller ones will only get larger. 

One of the most common causes of hema- 
turia in this age group is the hypertrophied 
prostate. The bleeding may be insignificant 
or alarming. It can usually be managed by 
expectant observation or an indwelling cath- 
eter. On rare occasions fulguration and cathe- 
terization will be insufficient to alleviate 
retained clots or control bleeding. This is 
probably the only justifiable indication for 
emergency prostatectomy. Recurrent bouts 
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of troublesome bleeding may be treated by 
elective prostatectomy. 


{cute retention 

Acute urinary retention is an emergency 
only until the obstruction is relieved. In such 
instances, an indwelling urethral catheter 
should be inserted as gently as possible. For 
the sake of convenience the indwelling Foley 
balloon catheter is preferable. However, a 
No. 16 or No. 18 French Coudé catheter taped 
to the penis is frequently less traumatic. 
Then the patient may be ambulatory with 
the catheter connected to continuous closed 
drainage, so that the bladder may be put 
completely at rest and detrusor atony, if 
present, may begin its regression. 

Most physicians would endorse the fore- 
going indications without hesitation. How- 
ever, other factors must be weighed when 
prostatectomy is considered in the face of 
less obvious findings. Davies', in a series of 
117 consecutive admissions for prostatecto- 
my, divided urinary retention into four cate- 
gories: (1) acute urinary retention described 
as agony; (2) chronic urinary retention de- 
scribed as ignorance; (3) acute or chronic 
urinary retention described as discomfort; 
and (4) chronic urinary retention with over- 
flow described as annoyance. The average 
age of the groups increased from groups 1 
to 4, and more significantly, the percentage 
of men with normal blood urea nitrogen 
values at the time of admission decreased 
strikingly from groups 1 to 4. It is also sig- 
nificant that none of the patients in group 1 
with acute urinary retention had infection 
at the time of admission, but the incidence 
of infection in the other three groups was 
high. Men in group 2 have increased fre- 
quency, some nocturia, and hesitancy and 
may consider these inconveniences of old 
age with which they must learn to live. As a 
matter of fact, they may think that their 
kidneys are working unusually well. On the 
other hand, the patient with chronic reten- 
tion may have only minimal symptoms in 
the face of a palpably enlarged bladder. 


Face 


Apart from these obvious indications for 
prostatectomy, the urologist often must de- 
cide on other grounds when to operate. Like- 


wise, a family physician is often uncertain 
continued on page 92 
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Pleural empyema of childhood 


John M. Casebolt, M.D.*, Albuquerque, New Mexico 


LINDSKOG' HAS NOTED that “During the past 
three decades, there has been an increase in 
the relative incidence of primary staphylo- 
coccal pneumonia and empyema in infants, 
which is apparently related to the widespread 
use of antibiotics. It has become the most 
common type of empyema at this early age.” 
As the antibiotic resistance of the bacterial 
flora of a given region changes, we anticipate 
new problems in the treatment of this dis- 
ease. 

This paper is a review of suggested treat- 
ment of pleural empyema from the literature 
and from a survey of medical records of pa- 
tients treated from January, 1955, to April, 
1960, in Bernalillo County Indian Hospital, St. 
Joseph’s Hospital, Presbyterian Hospital, and 
Bataan Memorial Hospital, all of Albuquer- 
que, New Mexico. 

Prior to the antibiotic era, the treatment 
of choice for pleural empyema was early in- 
cision and drainage. With the advent of sulfa 
drugs and penicillin in 1943, the incidence of 
this disease dropped. As the bacterial flora 
has become resistant to some of our anti- 
biotics, the incidence has again increased*. 
In the early antibiotic era, there were some 
hopeful individuals who proposed a conserv- 
ative approach to the problem. However, 


*From the Pediatric Department, Bernalillo County Indian 
Hospital. 
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the author points out that the application of 
basic surgical principles of early incision and 
drainage should not be eliminated, for anti- 
biotics cannot perfuse a localized or walled- 
off abscess cavity. 


In the majority of pleural empyema cases, 
the cause can be established by thoracentesis, 
smear and culture; but in tuberculosis, it is 
sometimes difficult to prove this by bacterial 
means. In other patients, the empyema cavity 
may appear to be sterile. If the empyema is 
of bacterial origin, a positive blood culture 
may be obtained. X-ray findings of pneu- 
matocele formation, pseudocystic change, or 
large bullae formation are suggestive of 
staphylococcal pneumonia and empyema. 
Lindskog? points out that prior to the advent 
of antibiotics, the mortality rate of infants 
and adults with staphylococcal empyema ap- 
proached 100 per cent. It is disturbing that 
the incidence of this disease is increasing 
while at the same time resistant strains of 
staphylococcus are also increasing. 

Lindskog’s’ classifications of empyema: 
(1) postpneumonic empyema, (2) postsurgi- 
cal empyema, (3) post-traumatic empyema, 
(4) empyema by extension from subdiaphrag- 
matic areas, and (5) empyema extension 
from the mediastinum and esophagus are 
applicable primarily to the problem in adults. 
In children, the incidence of postpneumonic 
empyema approaches 100 per cent. 


Table 1 is a summary of the work of var- 
ious authors'. Lindskog recommends the ini- 
tial use of erythromycin and chloromycetin 
in staphylococcal empema, but he hesitates to 
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use protolytic enzymes for fear of opening a 
bronchopleural fistula covered by exudate. 
He points out that tension pneumothorax is 


a common complication and he recommends 
that emergency equipment be kept by the 
patient’s bedside to cope with the problem. 


TABLE 1 
Collected cases of pleural empyema of childhood in literature, recommended drugs, 
complication and treatment 
$2 gé 
3 Rae SEO = = 
< Z& a? fa} maa ods Oa a 
Lindskog 11 Erythromycin All 2 8 0 1 0 
Chloromycetin Not recommended 
Snyder 7 Erythromycin Not stated 3 Notstated 1 No comment 3 
Chloromycetin 
Brownigg 16 Not specified Not stated 12 4** No comment 6 
Gagnon 47 Not specified Not stated 70% of 33 47 0 No comment 3 
Miller 25 Not specified Not stated Not stated 25 0 Recommended, 0 
used in all cases 
No. cases 106 450f81 920f99 5of 99 
Per cent 55.5 92.9 5 10.4 
*None had residual translucent areas on follow up X-rays. 
**All had residual translucent areas on follow-up x-rays. 
TABLE 2 
Pleural empyema of children in Albuquerque area from January, 1955, to April, 1960 
| Organism Presenting symptoms Clinical x-ray Admitting CBC 
Staph. 
Zz | Age coag. ' 
1 7 me x Diarrhea, vomiting eee 15.4 12,000 26 7 13 
2 10 mo vax. «=x x Diarrhea, cough x= 6.2 32,000 51 7 20 
. D3 x x Burn 13 days before xx x 12.6 11,000 46 3 46 
4 17 mo x x Vomiting, paralysis Ye 4 12.0 7,000 51 5 56 
5 4mo = x Vomiting x == 12.0 18,000 34 10 20 
6 4 yrs Unk. x x Cough, epistaxis eae 10.0 31,000 54 21 26 
7 3 mos Pseud. x Pneumonia x zx x = 11.0 11,000 25 47 13 
8 6 mos Unk. x x Vomiting x xLocalized 6.5 49,000 68 11 30 
empyema 
9 3 mos * x None x= x 11.6 16,000 56 14 16 
10 2 yrs x =x x None 10.7 12,000 33 28 100 
11 2% yrs x Xx - = = xxx x 9.1 26000 72 8 17 
12 14 yrs T.b. x x Chest pain, vomiting x x x x x 12.0 40,000 76 10 37 
13 3 yrs x xx x Measles 7 da. before x x x x 13.0 600016 0 8 
14 14 yrs = None x == 7. 11 
Cases Avg. Avg Avg Avg Avg Avg 
14 166mo 531 72134 8 8 810 8 8 11.1 20,000 47 13 29.5 
for Ocroser, 1961 
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Snyder concurs with the initial use of 
erythromycin and chloromycetin. Brownigg 
reported 16 cases, four of which were treated 
conservatively (using antibiotics only), all 
showing residual translucent areas on subse- 
quent x-ray examination. Of the seven pa- 
tients who developed bronchopleural fistula 
and tension pneumothorax, none had residual 
translucent areas. Gagnon recommends the 
use of an anterior and posterior tube for 
better and more rapid expansion of the lung. 
Miller presented 25 cases in which he used 
debriding enzymes. It is interesting that no 
deaths occurred in his series. 

Table 1 shows that of 106 cases reviewed, 
11 (10.4 per cent) expired; of 81 cases, 45 
(55.5 per cent) developed bronchopleural 
fistulas; and of 99 cases, 92 (92.9 per cent) 
were treated by closed suction drainage. 


Albuquerque cases 


Tables 2 and 3 show a series of 14 empy- 
ema cases reported from 1955 to 1960 in the 
Albuquerque and New Mexico area. Five of 
the cases were of coagulase-positive staphy- 
lococci, three of coagulase-negative staphy- 


lococci, one of pneumococci, one of pseudo- 
monas, two of tuberculosis, and three of 
unknown organism. The presenting symp- 
toms as tabulated show irritability in 21 per 
cent, lethargy in 50 per cent, grunting res- 
pirations in 14 per cent, cyanosis in 7 per 
cent, upper respiratory infection in 64 per 
cent, and otitis media in 28.5 per cent. This 
appears to be in essential agreement with 
Bloomer’. Clinical findings on admission 
were décreased breath sounds in 57 per cent, 
dullness in 57 per cent, and rales in 57 per 
cent. No friction rub was heard in any of the 
reported patients. 

Initial culture and sensitivity tests sug- 
gest that erythromycin and chloromycetin 
are the most effective initial antibiotics, 


which appear to be in accordance with Lind- | 


skog and Snyder’. Furadantin sensitivity | 
suggests the efficacy of Altafur, but time 


may prove or disprove this. Of the seven 
patients treated conservatively, three (43 per 
cent) died and of the seven patients treated 
by suction drainage, all survived. Fifty per 
cent of the patients developed bronchopleural 
fistulas and only one developed a tension 


continued on page 84 


TABLE 3 
Pleural empyema of children in Albuquerque area from January, 1955, to April, 1960 
Treatment 
Conservative Suction tube Needle Broncho Tension 
Case No. (antibiotics only) drainage aspiration pleural fistula pneumothorax disease Died 
1 x Meningitis; agranulocytosis Yes 
2 x Pericardial effusion Yes 
3 x Diagnosis x No 
4 x Diagnosis Chickenpox No 
5 x Diagnosis Pneumococcal meningitis; 
subdural effusion No 
6 = Diagnosis None No 
7 x Cardiac arrest Yes 
8 x Diagnosis None No 
9 x Diagnosis x None No 
10 x Diagnosis x x None No 
Enzymes & decortication 
11 x Diagnosis x None No 
12 x Diagnosis x None No 
13 x Diagnosis x Pest-measles pneumonia No 
14 x x None No 
Decortication 
50% 50% 50% 7% 50% 21% 
50 
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ics, | Each teaspoon (5 cc.) contains: Codeine phosphate....... tea. oe a. 

id- | Neo-Synephrine® hydrochloride .. 2.5 mg. 

ity (brand of phenylephrine hydrochloride) 

me Chlorpheniramine maleate ...... 0.75 mg. 

7en Potassium iodide 75.0 mg. 

per 

ted | Bright red, pleasant tasting, 

oe | raspberry flavored syrup 

ira 

ion Dosage: 

oe Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1teaspoon; 3 to 6 years, 1to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 

+4 needed, 

ae How Supplied: 

—- Bottles of 16 fl. oz. 
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MEETINGS 


15th Annual Postgraduate Assembly— 
San Diego, California 


The 15th Annual Postgraduate Assembly, spon- 
sored by the San Diego County General Hospital, 
will be held on Wednesday, November 1, and 
Thursday, November 2, 1961, at the County Hos- 
pital, San Diego, California. 

The following fields will be discussed: 


Surgery Orthopedics 
Urology Pediatrics 
Medicine Neuro-surgery 


Obstetrics-Gynecology Clinical Neurology 

The Registrar is James E. Sandell, M.D., c/o 
San Diego County General Hospital, San Diego 3, 
California. 


Los Angeles Radiological Society 


The fourteenth Annual Midwinter Radiological 
Conference, sponsored by the Los Angeles Radio- 
logical Society, will be held at the Biltmore Hotel, 
Los Angeles, California, on Saturday and Sunday, 
February 3 and 4, 1962. 

An outstanding program of pertinent interest 
has been arranged and the guest speakers will be 
Dr. David Sutton, Saint Mary’s Hospital, London, 
England; Dr. Scott Dunbar, Montreal Children’s 
Hospital, Montreal, Canada; Dr. Richard Marshak, 
Mt. Sinai Hospital, New York, New York; Dr. 
Gilbert Fletcher, MD Anderson Hospital, Houston, 
Texas; and Dr. Henry Kaplan, Stanford Medical 
Center, Stanford, California. 

The conference fee of $25.00 includes two 
luncheon meetings featuring questions and an- 
swers. A banquet ($7.50 per plate) preceded by 
cocktails will be held Saturday evening at the 
Biltmore Bowl. Reservations may be made through 
V. G. Mikity, M.D., 2010 Wilshire Boulevard, Los 
Angeles 57, California. 

Courtesy cards will be available to residents 
in radiology and radiologists in the Armed Forces 
by advance registration, with reduced tariff for 
luncheons and banquet. Hotel reservations should 
be made promptly through the Convention Man- 
ager, Biltmore Hotel, Los Angeles, California. 


Colorado Chapter of the 
American College of Surgeons 


The Colorado Chapter of the American College 
of Surgeons will hold its first annual one-day 
meeting on October 20, 1961, in the Veterans Ad- 
ministration Hospital in Denver. The central topic 
for this meeting will be “Chemotherapy in the 
Treatment of Cancer.” Dr. George E. Moore, Di- 
rector of the Roswell Park Memoria! Institute in 
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Buffalo, New York, will be a speaker and panelist 
on the program. Dr. John Paul North, Director of 
the American College of Surgeons, will also be 
on the program. Below is a brief schedule of the 
program: 

Registration—Veterans Administration Hospital 
lobby. 

8:00 to 8:30—New Surgical Movies—VA Hos- 
pital auditorium. 

8:30 to 10:30—Operative Clinics—Colorado Gen- 
eral Hospital, Veterans Administration Hospital. 

10:30 to 12:30—Specialty Sessions. 

12:45-to 1:30—Luncheon. 

1:30 to 2:00—New Surgical Movies. 

2:00 to 3:00—Panel Discussion. 

3:00 to 4:00—Dr. George E. Moore. 

4:00 to 5:00—Dr. John Paul North. 

All physicians are welcome, and there is no 
registration fee. 


Conference on Disaster Medical Care 


The Twelfth County Medical Societies Confer- 
ence on Disaster Medical Care will be held No- 
vember 4-5 in Chicago. This annual conference is 
sponsored by the American Medical Association. 

This year the program has been planned to 
feature medical preparedness for disaster at the 
local level and the training of the allied health 
professions. 

A registration fee of $10.00 will be charged to 
pay, in part, for the two luncheons and other 
expenses. Those planning to attend are urged to 
mail their registration card and fee promptly. 


As you like it . . 


« cont. from page 11 


1,500 mls. has accumulated and, thus, for diag- 
nostic purposes alone, the inlying catheter is un- 
necessary.” Ibid., p. 143. 


11. “The administration of large amounts of intra- 
muscular human gamma globulin (5 to 10 cc. 
daily) may be an extremely effective adjunct in 
the antibiotic therapy of the infected uremic pa- 
tient.” Ibid., p. 144. 


12.“Continuous long-term peritoneal irrigation 
with the use of inlying sump drains has now been 
abandoned because of the constant occurrence of 
infection.” Ibid., p. 145. 


13. “It seems certain that in the near future a 
much greater number of second valvotomies will 
be performed. There are two reasons for this. First, 
many of the earlier valvotomies were inadequate 
and not even a complete split of one commissure 
was obtained. Second, the period of five to seven 
years has now elapsed since operations producing 
a complete split of one commissure were per- 
formed, and it can be expected that approximately 
11 per cent of those will restenose.” Wilcken, 
D. E. L.: Mitral Valvotomy and Restenosis, Brit. 
M.J. 1:681 (March 5) 1960. 
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Pitch and run 


A number of the states, including Michigan, 
have discovered that under the proposed federal 
aid to education bill, they will be sending more 
money to Washington in the form of taxes than 
they will receive under the bill in the form of 
benefits. The advantage, of course, is that the 
money will have been “blessed” on the banks of 
the Potomac before it is returned to the states to 
be spent. This is just another version of the Cape 
Canaveral experience where the members of the 
plumbers and steamfitters union refused to install 
parts which had been preassembled at the factory 
until they had “blessed” them at high hourly 
wages by sitting and looking at them for the 
number of hours it would have taken to dis- 
assemble and reassemble them at the point of 
installation. 


Medical manpower needs of 1970 


Eleven thousand new doctors will be needed 
within the next decade, according to Dr. Walter 
Wiggins, Secretary of the Council on Medical 
Education and Hospitals of the American Medical 
Association. This was one of many observations 
reported to the recent Michigan State Medical 
Society’s Annual Clinical Institute: The confer- 
ence considered the number of doctors needed to 
take care of the expected population increase by 
1970. A new medical school, alone, costs around 
thirty million dollars, and after the school is 
completed, it takes two and one-half million dol- 
lars a year to keep it open. 


In discussing how a medical student pays for 
his education, it was noted that nearly half of all 
medical students came from the upper 10 per 
cent of the income group in the United States. In . 
contrast, 80 per cent of all Ph.D. students in the 
physical sciences are supported by federal fellow- 
ships; 90 per cent of all graduate students in math- 
ematics are supported by federal fellowships. 

Dr. Wiggins, of the A.M.A., said, “The Council 
on Medical Education and Hospitals has adopted a 
policy very recently that medicine and medical 
students should not be discriminated against. The 
study of medicine, as far as we are concerned, is 
a graduate study and is also a science. There has 
been considerable federal support of the graduate 
students in other sciences. Medicine and medical 
students specifically should receive federal schol- 
arships and fellowship assistance on a parity with 
all other sciences.” 

A new problem in recruiting future doctors, 
according to Dr. W. N. Hubbard, Dean of the 
University of Michigan Medical School, is that: 
“. . whereas, traditionally, doctors have encour- 
aged their sons to go into medicine, an increasing 
number of physicians today are either taking a 
neutral or negative attitude toward their sons 
going into medicine.” 

In considering the number of future physicians, 
Dr. Wiggins stated: “. . . the estimates all assume 
that we will continue to import graduates of for- 
eign medical schools at the rate of about 750 to 
800 per year. This is perhaps the first prosperous, 
great, and strong nation since the Roman Empire 
that has ever needed physicians educated outside 
its own boundaries to provide necessary medical 
care for its own populace.” 


American Medical Association 15th Clinical Meeting 
November 26-30, 1961, Denver, Colorado 


Once again the Colorado State Medical Society 
will be host to the November Clinical Session 
of the American Medical Association. This meet- 
ing, last held in Denver in 1952, was excep- 
tionally well received and exceptionally well at- 
tended. It is hoped that each member of the Colo- 
rado State Medical Society, and each member of 
her sister states, will be able to attend all or part 
of the sessions. 

An outstanding and unique scientific program 
has been planned. No attempt will be made to 
“blanket” the entire field of medicine but each sub- 
ject that is presented will be completely covered. 

In the broad field of medicine every specialty 
will find much of interest. One entire program is 


concerned with genes, chromosomes and disease 
which are of basic importance to each discipline. 
Viral and auto-immune disease similarly affect all 
branches of medicine. A view of the future in 
space medicine, nuclear medicine, and electronic 
computers will serve to keep all abreast of stimu- 
lating developments. Nationally recognized author- 
ities in their respective fields have been chosen 
as participants. As usual all scientific exhibits, 
which will number more than 150, will show in 
capsule form, interesting, informative and modern 
concepts. 

It is hoped that each state in our Rocky Moun- 
tain Empire will be well represented at this meet- 
ing. 
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THE 
BOOK CORNER 


New books received 


New books received are acknowledged in this 
section. From these, selections will be made for 
reviews in the interests of the readers. Books here 
listed will be available for lending from the Denver 
Medical Library soon after publication. 


Cardiopericardiomyopexy: New Surgical Treatment for Heart 
Diseases: By Aaron N. Gorelik. N. Y., Myopexy Assoc. of the 
State of New York, 1960. 176 p. 


The Changing Years; The Menopause Without Fear. New 
rev. ed. Garden City, Dolphin Reference Books, 1958. 273 p. 
Price: 95c. 


China Doctor; The Life Story of Harry Willis Miller: By 
Raymond S. Moore. N. Y., Harper, 1961. 215 p. Price: $3.95. 


The Clinical Apprentice; a Handbook of Bedside Methods: 
By John M. Naish, M.D., F.R.C.P., and John Apley, M.D., 
F.R.C.P. 2d ed. Baltimore, Williams and Wilkins, 1960. 199 p. 
Price: $3.50. 


Clinical Disturbances of Renal Function: By Abraham G. 
White, M.D., F.R.C.P. Phila., Saunders, 1961. 468 p. Price: 
$10.50. 


The Family Handbook of Home Nursing and Medical Care: 
By I. J. Rossman, M.D., Ph.D., and Doris R. Schwartz, R.N. 
Garden City, Dolphin Reference Book, 1958. 519 p. Price: $1.45. 
Handbook of Pediatrics: By Henry K. Silver, M.D., Henry 
Kempe, M.D., and Henry B. Bruyn, M.D. 4th ed. Los Altos, 
Lange, 1961. 575 p. Price: $3.50. 


Handbook of Surgery: Edited by John L. Wilson, M.D., and 
Joseph McDonald, M.D. Los Altos, Lange, 1960. 644 p. Price: 
$4.00. 


Introduction to the Morphology of Blood: By D. Schreiber, 
Dr. Med. Leipzig, Veb Georg Thieme, 1960. 69 p. 17.30 DM. 


A Manual of Cutaneous Medicine: By Donald M. Pillsbury, 
M.A., D.Se., M.D., F.A.C.P., Albert M. Kligman, M.D., Ph.D., 
and Walter B. Shelley, M.D., Ph.D., F.A.C.P. Phila., Saunders, 
1961. 430 p. Price: $9.50. 


Medical Almanac 1961/1962: Compiled by Peter S. Nagan, 
A.B., M.A., M.S. Phila., Saunders, 1961. 528 p. Price: $5.00. 


Book reviews 


Stroke: By Douglas Ritchie. Garden City, Doubleday, 1961. 
192 p. Price: $3.50. 


The author suffered a severe cerebral hemor- 
rhage three years previously, which resulted in 
a right hemiplegia, aphasia, and the various prob- 
lems which accompany his condition. This book 
grew out of his diary which Mr. Ritchie left during 
his convalescence and rehabilitation. 

The diary was intended originally as a thera- 
peutic instrument to help the patient regain and 
develop his powers of concentration and cogita- 
tion. 

The book brings to light the feelings of the 
person on the other side of the fence, i.e., the 
patient. The cruel feelings of helplessness which 
the severely disabled have. I feel strongly that 
the sudden loss of speech, inability to remember 
and think are among the worst. There is the 
thoughtlessness of people who sometimes make 
foolish or irritating remarks to a patient within 
his hearing when he cannot speak, thus causing 
untold frustration and anger. 

This book is not one of self-pity. It is a bi- 


56 


W. B. SAUNDERS COMPANY 


features the following recent books in their full page 
advertisement appearing on page 5 in this issue: 


*DRIPPS, ECKENHOFF AND VANDAM—INTRODUCTION TO 
ANESTHESIA—An ideal basic guide to the understanding 
and safe administration of anesthesia. 


*CORDAY AND IRVING—DISTURBANCES OF HEART RATE, 
RHYTHM AND CONDUCTION—Covers management of all 
the cardiac arrhythmias and conduction defects. 


ography of determination and courage. Mr. Ritchie 
writes with gratitude of those who helped him, 
and with humor also. He was formerly a leading 
commentator for the B.B.C. 

I cannot help but feel that the moral of this 
story (although I’m sure it was not intended for 
this purpose alone) is for humanity to realize just 
how much can often be done not only in the fields 
of medicine, but by understanding, unselfishness, 
and love on the part of the family. As tragically, 
so often the loving next of kin seem to develop 
an attitude housing somewhere between hope- 
lessness and indifference in these cases. 

I would suggest that Stroke would be a book 
which could be read by someone who had re- 
covered sufficiently from the same conditions; but 
preferably (and I hope profitably) by a person 
who has a member of his immediate family so 
afflicted. Lawrence Mozer, M.D. 


Medicine as an Art and a Science: By A. E. Clark-Kennedy 
and C. W. Bartley. Phila., Lippincott, 1960. 425 p. Price: $6.25. 


This appears to be a very interesting and com- 
plete book on how to engage in medical practice. 
It is divided carefully into divisions as follows: 

Part I. The Patient and His Disease. In this 
an attempt is made to inculcate as nearly as is 
possible a working concept of the nature of the 
individual man—the potential patient and the 
nature of his disease when he gets it. Also, it 
explains the difference between primary func- 
tional disorders and organic disease. 

Part II is an account of the common primary 
functional disorders. 

Part III. Organic disease. 

Part IV. Clinical diagnosis. 

Part V. Principles of prevention and treatment. 
Also contained in the fifth part of the book are 
four pages devoted to the dying man, which are of 
vital interest. I wish that I could have read this 
book prior to medical training. I suggest that it 
would be extremely useful to the medical student. 

Lawrence Mozer, M.D. 


The Question of Fertiilty: By Georges Valensin, M.D. Garden 
City, Doubleday, 1960. 296 p. Price: $4.50. 


Dr. Balensin presents a formidable case in his 
book on artificial insemination. He begins by 
pointing out the way in which animals, such as 
horses and cattle, are being used in this practice. 
Then he discusses the many and varied reasons 
for the artificial insemination of humans, pur- 
poses, and preparation for some. He suggests that 
there are several things of prime importance, such 
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drugs anonymous 


One of the several hastily conceived and potentially dangerous suggestions for 
reducing drug costs is generic-name prescribing. The proponents of generic-name 
prescribing claim that it will lower drug costs significantly and—through supervision 
by the Federal Government—provide quality equivalent to that of trademarked 
drugs. We maintain that these claims are false. Here are some authoritative answers 
to the principal questions posed by generic-name prescribing. 


How much money would be saved if all prescriptions were written 
for generic-name drugs? 


“The [Rhode Island] Division of Public Assistance examined 10,000 drug prescrip- 
tions for welfare recipients for the purpose of determining the actual savings . . . of 
generic versus trade-name drugs. The drugs had cost $28,000. Substituting seneric 
drugs whenever possible would have provided a saving of less than 5 per cent. 
Syracuse has made a similar study of drug costs with comparable results.” 


Rhode Island Medical Journal, 
January, 1961 


Are the savings worth the risk of sacrificing quality? 


“*, . . it is unsafe [to prescribe generically] because there is not sufficient policing of 


our standards... .” 
Lloyd C. Miller, Ph. D. 


Director of Revision of the U.S.P. 


“The naive belief that, if a product was not good, the FDA would prohibit its sale 
is just not realistic. ... it is completely impossible for the FDA to check every batch 
of every product of every manufacturer. . . . Hence the integrity and reputation of 
the manufacturer assume unusual significance where drugs and health products 


are concerned.” 
Albert H. Holland, M.D. 


formerly Medical Director of the 
Food and Drug Administration 


Smith Kline & French Laboratories, Philadelphia Sp 
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as hereditary transmission of disease, religious and 
legal aspects, consent, and the doctor’s responsi- 
bilities. 

The author discusses at length the causes of 
infertility in both male and female, and their 
psychological and physiological bases. 

His method of writing is of a highly literate 
style and contains a great deal of wit. Above all, 
it is a comprehensive discussion of the subjects 
concerned. There is a several-page bibliography 
which is modern and would be of interest to those 
in this field. Lawrence Mozer, M.D. 


Healthy Babies—Happy Parents: By Henry K. Silver, M.D., 
Cc. Henry Kemp, M.D., and Ruth S. Kempe, M.D. New York, 
McGraw, 1960. 228 p. 


The phone call minutes saved pediatricians by 
this competent book will constitute a one-week 
vacation a year. If one assumes that parents should 
shoulder the responsibility for thinking before 
reaching for the telephonic umbilical cord to their 
pediatrician, then this is the book to shore up 
that assumption! The realization that not all par- 
ents are intelligent people in no way weakens 
the resolve that brought this book into being. 

The authors have divided the text into two 
portions equally. The first half of the book deals 
with the first year, divided into months, and pro- 
jected in the form of questions most asked by par- 
ents. The answers, fortunately, are a synthesis of 
many mature and expert opinions, and come as 
close as can be achieved in providing information 
that is the established policy of a majority of sensi- 
ble pediatricians throughout the country. There are 
a total of 687 questions which cover the ground 
quite adequately. 

The second half of the text is devoted to ampli- 
fication of the answer material as wel! as a suc- 
cinct treatment of such subjects as development, 
teething, weaning, toilet training, immunizations, 
illnesses, communicable diseases, first aid, and the 
like. Through all the pages runs a remarkable 
lack of condescension so prominent in many 
“baby” books. Parents are regarded as thoughtful 
people, who have feelings of their own, and for 
whom the process of child rearing is a self- 
improving and rewarding experience as well as 
one beneficial to the object of their physical labor 
and moments of anxiety. 

This is a large, hard cover, readable, clearly 
printed book, illustrated in suitable and cheerful 
fashion by a well known artist. Every mother of a 
new baby should have this book; in fact, it would 
be valuable as a review text for many generalists 
and pediatricians alike who have fallen into a 
stereotyped, comfortable, and often sterile pattern 
of dealing with the “well baby checkup.” 

Seymour E. Wheelock, M.D. 
Rudolph Matas: By Isidore Cohn. Garden City, N. Y., Double- 
day, 1960. 431 p. Price: $5.95. 

Of latter-day Master Surgeons, only a handful 


enjoyed the great professional stature of Dr. 
Rudolph Matas. He was at once a venerated 
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teacher, 


assiduous medical 
scholar, pioneering visionary, ingenious investi- 
gator, and adroit technician. He gained interna- 
tional fame, and had the satisfaction of seeing 
many of his precepts come to fruition during his 
lifetime. 

The biography of Dr. Matas and the course of 


historian, respected 


his remarkable career are now available to us 
from the pen of one of his close associates, Dr. 
Isidore Cohn. It is an engrossing story which, how- 
ever, might better have been written by a more 
dispassionate author. This reviewer would have 
preferred-a sound analysis of the position held 
by Dr. Matas and his accomplishments in perspec- 
tive with surgical progress, its history and its 
future, rather than a book which is half biography 
and half novel. For example, several chapters are 
devoted to Dr. Matas’ ancestry, and are purported 
to demonstrate why and how Dr. Matas evolved 
into what he was. The net effect, instead, is a 
firing account of personages in a genealogical 
arbor who serve neither as symbols nor genius- 
spring of the man that was Matas. That Dr. Cohn 
was and is an admirer and fervent disciple is 
understandable; but this does not make maudlin 
reminiscences any the easier to digest. 

Perhaps it is true, after all, that most out- 
standing factual biographies are written in retro- 
spect. Dr. Cohn’s Boswell does not altogether 
succeed in making a convincing Samuel Johnson 
out of the good Dr. Matas. 

David Chas. Schechter, M.D. 
Denver, Colorado. 


The Choice of a Medical Career: By Joseph Garland, M.D., and 
Joseph Stokes, M.D. Phila., Lippincott, 1961. 231 p. Price: $5.00. 


This book is a collection of essays on the 
various fields of medicine, which have been writ- 
ten by some of the foremost men in their par- 
ticular fields. I suggest that it would be of interest 
to anyone desiring to undertake the study of 
medicine. Lawrence Mozer, M.D. 


Medical History Taking: By Ian Stevenson, M.D. New York, 
Hoeber, 1960. 273 p. Price: $6.50. 


This book is very readable and interesting and 
points to the fact that patients are individuals and 
not just cases of various diseases and surgical 
problems, etc. 

Part I discusses the medical interview, physi- 
cian-patient relationships, and procedures and 
processes of medical interviewing. 

Part II. What to learn in history taking in- 
cludes: History of the present illness, family his- 
tory, personal history and topics for fuller dis- 
cussion. 

Part III. The technic of history taking is de- 
voted to taking the history, helping patients to 
talk freely, guiding interviews, variations in inter- 
views, difficulties and failures in interviewing, 
and interviewing members of the patient’s family. 

This is a most enlightening book and I wish 
I could have read it when I was in medical school. 

Lawrence Mozer, M.D. 
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COLORADO 


Summary of the Colorado-Cornell 
research program 


In January of 1957 the Colorado State Medical 
Society undertook a research program which in 
their opinion would be a further effort to decrease 
the injuries and deaths on the highways of Colo- 
rado. This program was to be a joint research pro- 
gram in collaboration with Cornell University 
Medical College and the Colorado State Patrol. 

The primary purpose of the program was the 
gathering of factual information on the specific 
causes of injury to the occupants of passenger 
autos involved in accidents occurring on the high- 
ways of Colorado. The Colorado State Medical 
Society, as well as Automotive Crash Injury Re- 
search, Division of Cornell University Medical 
College, believed that this system would produce 
a very detailed description of the frequency, loca- 
tion and degree of the injuries involved which in 
turn would produce statistics to implement medi- 
cal treatment of auto crash victims through more 
definitive knowledge of the nature and scope of 
the problem. 

The mechanics of the program included: 

On a statewide basis, the Colorado Highway 
Patrol collected accident-injury data on passenger 
automobile crashes involving personal injury or 
death (at the beginning of the program limited to 
1957-58 cars; each year following, the newest model 
was added and the oldest model removed). A pro- 
portionate number of property damage cases in- 
volving these passenger cars was also collected. 
This information was recorded on Cornell Uni- 
versity Medical College Report forms that were 
specifically designed for this research project. In- 
terior and exterior photographs of the autos were 
made showing structural damages and items re- 
ported as the causes of injury. These photos accom- 
panied the accident forms. 

The commanders of the Colorado Highway Pa- 
trol submitted a weekly report form to the Colo- 
rado State Medical Society listing all accidents in- 
volving the designated model cars. In injury ac- 
cidents they listed the names of individuals sus- 
taining injury as well as the names of hospitals 
and/or physicians responsible for their treatment. 

The officer who investigated the accident re- 
corded the names of injured occupants in the space 
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designated on the medical form and delivered 
these forms to the hospital or doctor’s office where 
the accident victims received treatment. The Colo- 
rado Highway Patrol sent the completed accident 
reports and photographs to the Society’s Executive 
Office. Here they were collated by the Society 
with the medical reports on each individual in- 
jured or killed, the latter having been sent to this 
office by the physician and/or hospital involved. 
After review and tabulation, the full cases were 
sent to the ACIR division of Cornell University 
Medical College. In the case of missing or incom- 
plete medical reports, it was the Medical Society’s 
responsibility to undertake follow-up measures in 
order to secure as many complete reports as pos- 
sible. 

The program began on July 1, 1957, and was 
to continue for at least one year. At the end of 
that one year it would be up to all parties con- 
cerned to decide if they wished to continue the 
program. The feeling, after the initial year, was 
that the project was of great value and should be 
continued indefinitely. Hence the crash study con- 
tinued until the Society and Cornell were notified 
by the State Patrol that it would have to discon- 
tinue its portion of the crash study as of Decem- 
ber 31, 1960. 

The assembly, follow-ups, and collating of med- 
ical and hospital reports necessarily continued in 
the Society’s Executive Office until the last ones 
were filed with Cornell in July, 1961. 


Obituaries 


C. F. & I. chief surgeon dies 


Dr. Samuel B. Potter died in Pueblo on August 
23, 1961, after suffering a heart attack. Samuel 
Potter, M.D., was born on January 3, 1899, in 
Moorhead, Minnesota. He came to Colorado with 
his family in 1905 because of his health and was 
reared in the Rifle area. He attended schools in 
Rifle and was graduated from the Ottawa Uni- 
versity at Ottawa, Kansas. He received his M.D. 
degree from the University of Colorado Medical 
School in 1930 and while at Boulder he coached 
football, basketball and track. 

Internship found him at Colorado General 
Hospital and later he took postgraduate work in 
Europe. In 1933 he became associated with Dr. 
William Halley in Denver after becoming a mem- 
ber of the Denver Medical Society in 1932. 

He began his private practice in Denver in 
1934, doing chiefly surgery, and in 1938 he became 
Assistant Chief Surgeon at Colorado Fuel and 
Iron Company which operated the Corwin Hos- 
pital. He became Chief Surgeon in 1943. 
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During World War I, Dr. Potter served as a 
Lieutenant in the Motor Transportation Corps. 

He was a member of the Pueblo County Medical 
Society, the Colorado State Medical Society, the 
American Medical Association, the American Col- 
lege of Surgeons, all the Masonic bodies, the Den- 
ver Club, the Denver Country Club, the Broadmoor 
Country Club, Pueblo Country Club, the Knife 
and Fork Club and the Rotary Club. 

Surviving him are his widow, three daughters 
and a son. 


Obituaries Dr 
ORVAL I. NESBIT, M.D. to 


Orval I. Nesbit, M.D., of Albuquerque, N. M., 
died on August 7, 1961. Dr. Nesbit was born in | has 
1896 and graduated from the University of Cin- 
cinnati College of Medicine in 1921, and practiced 
as a surgeon in New Mexico since 1929. Dr. Nesbit 
was a member of the Bernalillo County Medical 
Association, the New Mexico Medical Society and 
the American Medical Association. 


Denver loses emeritus member 


Dr. Karl Chambers, who practiced 4) years in 
Denver, died on August 10, 1961. Karl Chambers 
was born in Liberty, Texas, on July 1, 1886, and 
attended the University of Texas, graduating from 
the medical school there in 1911. He practiced in 
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Jasper, Texas, before enlisting in the Army Medi- 194 
cal Corps in World War II, when he became an at 
4 assistant regimental surgeon in the 70th Division. SAMUEL L. PAINTER, M.D. we 
oe He began the study of otolaryngology at the the 
if University of Lyon in France and continued at Samuel L. Painter, M.D., of Albuquerque, N. M., the 
4 the Chicago Ear, Eye, Nose and Throat Hospital, passed away on August 8, 1961. Dr. Painter prac- - 
{ later taking postgraduate work at Cornell Uni- ticed internal medicine and hematology, having on 
4 versity and in New York City. He was licensed in graduated from the University of Cincinnati Col- 
q Colorado in 1926. lege of Medicine in 1946. He was born in Kansas t 
q Dr. Chambers was a staff member of several City, Missouri, on October 9, 1920, and was granted * 
_ Denver hospitals and was an instructor at the a license to practice medicine in New Mexico in — 
4 University of Colorado Medical Center. He retired § 1954. At the time of his death, Dr. Painter was an - 
j from active practice in November, 1960, because of active member of the Bernalillo County Medical mis 
4 ill heaith. Association, the New Mexico Medical Society and S 
- | The doctor was a member of the Knights of the American Medical Association. rn 
be Columbus, Blessed Sacrament, Parish Holy Home Pk 
‘y Society, the American Legion as well as the Den- i 
ia ver County, Colorado State and American Medical THOMAS J. JONES, M.D. : P 
Associations. Thomas J. Jones, M.D., of Roswell, N. M., was Cl 
rac Life Member Emeritus of the Cole” pom on March 19, 1911, and graduated trom the Cl 
5 a niversity of Tennessee Medical School in 1941. A 
{ wife, two sons and three daughters. Before coming to New Mexico in 1959, he prac- be 
4 ticed his specialty, dermatology, in Illinois, and Si 
4 was, at that time, a member of the Illinois Medical 
3 Society. Dr. Jones died on August 15, 1961. He was 
7 a member of the Chaves County Medical Society, | St 
New Mexico Medical Society and American Medi- 
cal Association. M 
H 
n¢ 
WILLIAM F. GLAZIER, M.D. c 


Obituary 
A. S. HOON, M.D.—1880-1961 
Arthur Samuel Hoon, M.D., died in Missoula 


William F. Glazier, M.D., Carlsbad, N. M., died 
July 24, 1961. Dr. Glazier was prominent in medi- P 
cal, civic and social circles of Carlsbad for 42 years. 


on July 23, 1961. Dr. Hoon was born in Dixon, 
Illinois, December 10, 1880. He received his M.D. 
degree from Rush Medical College in 1905 and a 
few years later moved to Chinook, Montana, where 
he was engaged in the general practice of medi- 
cine until his retirement in 1955. Dr. Hoon was 
very active in civic affairs in his community and 
was particularly interested in school athletics. The 
Chinook High School athletic field was named in 
his honor when it was constructed during 1948. 
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He was born in Pontiac, Illinois, in 1882, came to D 


New Mexico in 1919, where he practiced as a sur- 
geon until his retirement in 1938. Last year Dr. 
Glazier was honored at the annual doctors’ dinner 
at St. Francis Hospital and presented with a silver 
plate and a lifelong membership in the hospital 
association for his key role in the growth of the 
institution. During his 29 years of active practice 
in Carlsbad, he was considered a pioneer of mod- 
ern surgical technic. 
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Dr. Harold Markowitz appointed 
to staff of Mayo Clinic 


Dr. Harold Markowitz, of Salt Lake City, Utah, 
has been appointed to the staff of the Mayo Clinic 
as a consultant in the Section of Microbiology. 

Dr. Markowitz was born in New York City on 
September 1, 1925, the son of Sarah Rechtshaffer 
Markowitz and Louis Markowitz, and attended 
Samuel J. Tilden High School in that city and the 
College of the City of New York from 1943 to 
1947. From December, 1943, to July, 1944, he was 
a member of the Army of the United States. He 
received the degree of Bachelor of Science from 
the College of the City of New York in 1947 and 
then enrolled in Columbia University, from which 
he received the degrees of Master of Arts in 1952 
and Doctor of Philosophy in 1953. 

In 1954 Dr. Markowitz entered the University 
of Utah School of Medicine at Salt Lake City, re- 
ceiving the degree of Doctor of Medicine in 1958. 
He was an intern in the Salt Lake County General 
Hospital in 1958 and 1959, and since that time has 
been engaged in research at the University of Utah 
School of Medicine, in which he was an instructor 
in medicine. He was also Associate Attending 
Physician at the Salt Lake County General Hos- 
pital. 

Dr. Markowitz is a member of the American 
Chemical Society, the American Federation for 
Clinical Research, the Biochemical Society, the 
American Association of Immunologists, the New 
York Academy of Science and the Society of the 
Sigma Xi. 


Surgical grant given 

Former Utah doctor, Michael James Sweeney, 
M.D., has received a grant of $250,000 from the 
Hartford Foundation to develop an artificial kid- 
ney to be used in pediatric surgery at LeBohner 
Children’s Hospital, Memphis, Tennessee. 


Permanent Health Department 
Director appointed 


Dr. C. D. Carlisle Thompson, Executive Officer, 
Montana State Board of Health, was appointed 
Director of the Utah State Health Department by 
Governor George D. Clyde. 

Dr. Thompson will take office as soon as he 
can complete the move to Salt Lake City. 

As permanent Director, Dr. Thompson will 
succeed Dr. George W. Soffe. Dr. Soffe has been 
taking postgraduate work at the University of 
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California since late last year and Dr. James D. 
Wharton of the U. S. Public Health Service was 
interim director. 


Postgraduate courses announced 


The University of Utah College of Medicine has 
announced the 1961-62 Postgraduate Education 
courses as follows: 


Psychiatric Problems in Obstetrics and Gyne- 
cology, Nov. 25, 1961. 


Anesthesiology, Feb. 5-8, 1962. 

“Stroke” Rehabilitation, Feb. 13-16, 1962. 
Obstetrics, March 1-3, 1962. 

General Practice Review, April 16-20, 1962. 


A.M.E.F. grant 


The University of Utah College of Medicine 
received $5,859.00 from a total of $1,172,599 given 
to 85 medical schools in the country by the 
American Medical Education Foundation. 


Obituary 
JOSIAH H. HOLLAND, M.D. 

Dr. Josiah H. Holland, 81, of Evanston, Wy- 
oming, died August 25, 1961, of a cerebral hemor- 
rhage at his home. 

Dr. Holland was born on May 6, 1880, in Wash- 
ington. D. C. He received his M.D. degree from 
George Washington University College of Medi- 
cine in 1905. 

He was licensed in Wyoming in June, 1914, and 
began his practice in Evanston where he had been 
for the past 47 years. He was a veteran of World 
War I and served as surgeon for the Union Pacific 
Railroad Company, was medical examiner for the 
Uinta County Selective Service Board and Mayor 
of Evanston for nine terms. 

He is survived by his widow, a daughter and 
two grandchildren. 


Patterns of Disease 

On all age groups, more women than mer 
have high blood pressure, according to the May 
issue of Patterns of Disease, a Parke, Davis & 
Company publication for the medical profession. 
“Studies show, however, that women are less vul- 
nerable to the damaging effects of high blood 
pressure,” Patterns says. 
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Denver—the hub of the Rocky Mountain states and air-rail-auto crossroads of the West—plays host to 
the nation’s physicians next November by presenting the most vital, timely, and varied scientific program 
ever assembled at a winter clinical meeting. 


Nothing in medicine is so new that you won't find it discussed or exhibited in Denver. Planned just for you 
—the physician in practice—a five-day session headlined by many of the nation’s leading medical authorities 
offering a blending of “refresher” education with the most advanced knowledge, tools and techniques 
developed in recent research. 


The entire scientific program is scheduled in one convenient location, Denver's Municipal Auditorium. 
Here are but a few of the many topical highlights: 


PANEL DISCUSSIONS 


Influence of Heredity on Disease 


BREAKFAST MEETINGS 
Community Psychiatric Care 


New Developments in Virology Malmstrom Vacuum Extraction 


Space Research—Impact on General Medicine Diagnosis in Pulmonary Surgery 


American Habits vs. Health Pyelogram Clinics 


Advances in Chemo- and Radiotherapy Poison Control Centers 


Suicide —Coauses and Prevention Dermatology Quiz Sessions 


Medical Computers and Electronics _ | = 
Radiation Accidents and Injury eA! Gy — 
Sunlight and Skin Care ( 
MEDICAL MOTION PICTURE PREMIERES = 
* CLOSED CIRCUIT COLOR TELEVISION \ 


© 215 SCIENTIFIC AND INDUSTRIAL EXHIBITS 


‘ 
For a medical meeting in depth in America's highest city 


. DECIDE NOW—IT’S DENVER IN NOVEMBER 


\ See JAMA October 14 for complete scientific program . . . for physician 
Py advance registration and hotel reservations 


American Medical Association, 535 North Dearborn Street, Chicago 10, Ill. 
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RETURN TO Circulation and Records Dept., A.M.A., 535 N. Dearborn St., Chicago 10 


ror apvance REGISTRATION or pxysicians 


This coupon must be returned before Nov. 10 to receive your advance registration identification card for Denver. Your card will 
be sent to you on Nov. 14 unless you request an earlier mailing date. 


Name 


(PLEASE PRINT) 


Address 


city ZONE STATE 


lama Member of the A.M.A. thru the State Medical Association 


or in the following government service: 


(EVERY PHYSICIAN MUST REGISTER IN HIS OWN NAME! 


RETURN TO A.M.A. Housing Bureau, Denver Convention Bureau, 225 W. Colfax, Denver 2 


cor ROOM reservations 


Please print or type four choices of Hotels or Motels: 


Ist 2nd 

3rd 4th 
Rooms for persons * Rate $ to $ per room. 
Suite parlor and bedroom for__________persons « Rate $ 

Date Arriving hour A.M. P.M. leaving 


Room(s) will be occupied by: 


NAME STREET ADDRESS CITY ZONE STATE 


Please attach list of additional names if you do not have sufficient space here. Also list ages of children, 
if any. 


If you are an industrial exhibitor, be sure to give name of firm and individuals to occupy room or 
rooms reserved. 

Please make all changes and cancellations through the Housing Bureau. Hotel reservations will be 
held only until 6:00 P.M. unless otherwise specified. 


Ow-an 


HOTELS SINGLES TWINS ' 
1 tAdams $ 5.50-7.00 $ 7.50-10.50 A 
tArgonaut 6.50-10.00 10.00- 15.00 | LR | 
4  tAuditorium 5.50 6.50-8.00 WZ Y CZ 
5 t*Broadway Plaza 9.00 12.00- 14.50 S 4 
6 +Brown Palace 8.50-13.00 14.00-20.00 UC FUL 
7 t*Continental Denver 10.00 12.50-15.00 JING 
8 +Cosmopolitan 8.50 12.00-18.00 NY 
9 Denver Hilton (Headquarters) No accommodations. 
10 *DeVille Motel 10.00-12.00 13,00-15.00 | 
11 *Diplomat 10.50 17.50-18.50 A | 
12 *Imperial 10.00 15,00-17.00 
13 Mayflower 50-12.50 9.50-17.50 | 
14 Shirley Savoy 7.00-8.50 9.50-14,00 
*Motels fSuites also available 5 
for Octoser, 1961 
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OCA CUSHMAN wing newly opened Providing medicinal and surgical aid 
with improved facilities to to sick and crippled children of 
serve your patients the Rocky Mountain Region 


THE CHILDREN’S HOSPITAL ASSOCIATION 
OF DENVER 


NON-SECTARIAN—NON-PROFIT 


APPROVED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 


| nd Champions 
Cit Farne of Quality 


... that’s the only condition under which 
City Park-Brookridge milk is produced. For 
over 70 years we have maintained and utilized 
the most modern technique and equipment. 

In fact, many doctors have personally inspected 
and approved our plant and facilities. At 

City Park-Brookridge Farms, nature’s “most 
perfect food” is produced under only the most 
perfect conditions. When you recommend milk 
from City Park-Brookridge farms you are 
assured of premium quality at its best. 


Milk from 


Precision 
PROSTHETICS 
Bruce A. Scott, President O RT H OT | C S 


724 E. 17th Avenue — AMbherst 6-3386 —  _ Denver 3, Colorado 
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A.M.A. Clinical Meeting in Denver to study 
medical aspects of American habits 


Every physician is well aware that the personal 
and group habits of his patients in their everyday 
lives have a profound effect on the health of the 
individuals. 

A group of Denver physicians, plus a colleague 
from Wyoming, will present a study of medical 
aspects of American habits as a highlight of the 
program of the 15th annual clinical meeting of the 
American Medical Association, Nov. 26-30 at Den- 
ver. William Covode, M.D., of Denver, is chairman 
of the section. 

The Colorado group has been studying the 
various American habits to be covered in the 
section for some time, and the program is expected 
to draw wide interest among the profession. 

Chemotherapy in cancer, an area in which 
knowledge is growing rapidly, will be another 
important feature of the clinical meeting program. 

Much new knowledge has been gained in the 
last decade in the important area of antibodies 
and antigens. Several papers have been scheduled 
to report some of the new findings to the clinicians. 

Suicide will be analyzed in a section that will 
be of importance to the clinician to assist him in 
recognizing symptoms and taking preventive steps 
among his patients. 


American Board of Obstetrics 
and Gynecology 


The next scheduled examination (Part I), 
written, will be held in various cities of the United 
States, Canada, and military centers outside the 
Continental United States, on Friday, January 5, 
1962. 

Current Bulletins may be obtained by writing 
to Robert L. Faulkner, M.D., Executive Secretary 
and Treasurer, 2105 Adelbert Road, Cleveland 6, 
Ohio. 

Diplomates of this board are urged to notify 
the office of the Executive Secretary and Treas- 
urer of a change in address. 


in very special cases 
a very superior brandy... 


specify 
kkk 


HENNESSY 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 


sickroom supplies 
oxygen service 


Trained Technicians 
DENVER 
350 Broadway PE. 3-5521 


SALT LAKE CITY 
1811 S. State St. HU. 6-7151 


Don’t miss 
important telephone calls . . . 


Let us act as your secretary while you are away, day or 
night; our kindly voice conscientiously tends your tele- 
phone business, accurately reports to you when you return. 


TELEPHONE 
SERVICE 
Call ALpine 5-1414 


AL 


Oculist Prescription 
Service Exclusively 


Guild Dispensing 
Opticians 


Shadford-Fletcher Optical Co. 


218 16th Street, AC. 2-2611 Main Office 

3705 E. Colfax (Medical Center Bldg.), FL. 5-0202 
1801 High Street, FL. 5-1815 

2465 South Downing, SP. 7-2424 

DENVER, COLORADO 


1140 Spruce Street 
Boulder, Colorado 


for OcToseEr, 1961 


75 


| 
4 | 
| 
| 
| 
| RENTS 
| SALES‘ RENTALS 


‘ 
ane 


because patients are more than arthritic joints... RIST 
ppeti 


controlling inflammatory symptoms is frequently not enoug;.,. 


Even cortisone, with its severe hormonal reactions, can effectively control inflammatory and rhea “9 
toid symptoms. But a patient is more than the sum of his parts — and the joint is only part of a wht 7 
patient. Symptomatic control is but one aspect of modern corticotherapy, because what is good fort wg 


symptom may also be bad for the patient. Leder 
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Unsurpassed “General Purpose” and “Special Purpose” Corticosteroid... 
Outstanding for Short- and Long-term Therapy 


ristocort 


Triamcinolone Lederle 


(Knee Joint, Left: distal end of femur; Right: proximal end of tibia) 


RISTOCORT is an outstanding “special purpose” steroid when the complicating problem is increased 
yu — and weight gain, sodium retention and edema, cardiac disease, hypertension or emotional 
isturbance and insomnia. 


heunf®ISTOCORT provides unsurpassed anti-inflammatory control without sodium retention or edema — 
hi ithout the undesirable psychic stimulation and voracious appetite. 


| fort pplied: Scored tablets (three strengths), syrup, parenteral and various topical forms. Request complete information on indications, 
OF Usage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES « A Division of AMERICAN CYANAMID COMPANY : Pearl River, New York 


Plan now to attend the A.M.A. Clinical Session in Denver, November 26-30. 


| 


Incontinence cont. trom page 39 


she complained that she was constantly wet al- 
though she also had a normal urinary stream. 
The girl’s parents are not living and the girl had 
been cared for in a foster home. Constant wetting 
day and night had been the patient’s only com- 
plaint referable to the urinary tract. An appen- 
dectomy was done in 1956. Because the patient 
had a persistent odor of urine, she withdrew from 
the normal activities of a girl her age. She was 
friendless and finally gave up her school work 
at the age of 15. 

Physical examination revealed no abnormal 
findings. The hemoglobin was 15.1 grams per cent. 
The urine was normal to routine analysis and 
sterile on culture. An excretory urogram revealed 
duplication of right renal pelvis and ureter. These 
structures were normal in contour. No left renal 
shadow was seen (Fig. 1). Cystoscopy done under 
general anesthesia revealed the presence of right 
and left ureteral crifices in normal position. No 
ectopic ureteral orifice was seen although a careful 
inspection was made of the entire bladder and 
urethra. Indigo carmine injected intravenously 
appeared from the right orifice but not from the 
left. A ureteral catheter could not be advanced 


functioning or absent. 
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Fig. 1. In this excretory urogram, a duplicated 
right renal pelvis and duplication of the right 
ureter are seen. The left kidney is either non- 


beyond 10 cm. on the left. Retrograde pyeloureter- 
ograms were done, and these revealed the pres- 
ence of a normal right ureter leading to the lower 
segment of a duplicated pelvis. On removing the 
catheters, while instilling the opaque medium, 
some of the medium passed up the duplicated 
ureter, the orifice of which was ectopic, pre- 
sumably being situated in the urethra just distal 
to the external sphincter (Fig. 2). Opaque medium 
could not be instilled up the left ureter beyond 
the obstruction at the 10 cm. level. 

Surgery was performed through a right flank 
incision. Two ureters were identified, and both 
appeared normal. The ureter leading to the ectopic 
orifice was divided about 4 cm. below the uretero- 
pelvic junction and anastomosed to the ureter 
leading to the lower segment of the duplicated 
renal pelvis (Fig. 3). The patient left the hospital 
16 days later, and since has had no incontinence. 
Postoperative intravenous urograms reveal the 
right kidney to be normal. Interestingly enough, 
the reflux of opaque medium up the ureter which 
opened into the urethra persists (Fig. 4). No 


3 


| 


Fig. 2. Preoperative ureterogram reveals the pres- 
ence of two ureters at the lower end of the right 
urinary tract. The portion of the renal excretory 
system seen is the lower segment of a duplicated 
right renal pelvis and calyces leading to the nor- 
mally placed ureteral orifice. A reflux of opaque 
medium is seen in the lower one of the two ureters 
(see arrows). 
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correction of this abnormality is contemplated at 
this time as the patient is asymptomatic. 


Discussion 


In their case presentation Cooner, Burros, 
and Canon* make a plea for careful and com- 
plete evaluation of the urinary tract of pa- 
tients with complaint of enuresis. Tnis plea 
is reiterated at this time: rule out all organic 
etiology before the condition is called tunc- 
tional. 

Ureterouretostomy was employed in this 
case because the right renal pelvis was intra- 
renal, the right renal parenchyma normal, 
and the left kidney nonfunctioning or ab- 
sent. This procedure is relatively simple and 
it preserves renal parenchyma. 

Although intravenous urograms revealed 
a duplicated right ureter, a diagnosis of 
ureteral ectopia could not be made from 
these x-rays. The duplicated right ureter and 
incontinence of urination associated with a 


Fig. 3. One month postoperative excretory uro- 
gram. Both segments of the right kidney are 
normal. Middle arrow points to the approximate 
site of the anastomosis. 
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Fig. 4. Postoperative excretory urogram six months 
after surgery. The segments of the duplicated right 
kidney are normal. Reflux of opaque medium is 
seen (lower arrow). Patient is now continent of 
urine. 


normal urinary stream, however, suggested 
the possibility of an ectopic ureteral orifice. 
The diagnosis was made by the retrograde 
pyeloureterograms, which showed a reflux 
of the opaque medium up the ureter which 
opened into the urethra. 


Summary 


A case of urinary incontinence which was 
the result of organic disease and which was 
treated for a prolonged period as a functional 
problem is presented. This case emphasizes 
the importance of ruling out organic disease 
in cases of enuresis. The diagnosis of ureteral 
ectopia is occasionally difficult to make even 
after a complete urologic investigation. @ 


REFERENCES 


1Campbell, M.: Principles of Urology. Philadelphia, 
Saunders Co., 1954. 

*dela Pena, A., and Oliveros, M.: Ureterovaginal ectopia. J. 
Urol., 83:30-33, 1960. 

*Cooner, W. H.; Burros, H. M., and Canon, E.: Enuresis Due 
to Ureteral Ectopia. J.A.M.A. 167:1833-1835, August 9, 1958. 
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Thor acic cont. from page 41 


thoracic aorta have been due to arterioscle- 
rosis and less due to syphilis**. Syphilis has 
always been a more common cause of tho- 
racic aneurysms and arteriosclerosis a more 
common cause of abdominal aneurysms’**’. 
In 1952 Mariglia and Gregory® reported ab- 
dominal aneurysms to be twice as frequent 
as thoracic aneurysms. Enselberg® in his 
series found the ratio of abdominal to tho- 
racic aneurysms to be 4:1. Syphilitic aneu- 
rysms have a poorer prognosis than arteri- 
osclerotic aneurysms because they are more 
apt to be above the renal arteries while the 
arteriosclerotic start below the renal ar- 
teries*. Arteriosclerosis of the thoraciz aorta 
occurs in the arch and descending portions, 
while syphilis involves the ascending portion 
and arch’. The spirochete attacks the ascend- 
ing aorta because of the abundance of vasa 
vasorum. There is destruction of the elastic 
and muscle fibers of the media because the 
vasa vasorum are involved by the endarteri- 
tis, resulting in anoxia of the arterial wall 
and aneurysmal dilatation’. In arterioscle- 
rotic aneurysms, there is a deposition of fib- 
rin in the intima with thickening and fat 
deposits, followed by ground substance in 
the media and atrophy due to the intimal 
plaques. Fibrous tissue is laid down, re- 
placing the elastic and muscle fibers. Calci- 
fication is proportional to the loss of elastic 
and muscle fibers. There is atheroma forma- 
tion and poor vascularizatio.. because of 
impaired circulation in the vasa vasorum. 
The arterial wall is weakened by the athe- 
roma and dilatation results with formation 
of an aneurysm. 

Atherosclerotic aneurysms usually do not 
cause spinal erosion, whereas syphilitic aortic 
aneurysms tend to cause erosion of the spinal 
column*. Syphilitic aneurysms are usually 
single and restricted to the the thoracic aorta, 
whereas thoracic atherosclerotic aneurysms 
are frequently found together with a similar 
abdominal atherosclerotic aneurysm‘. 

Other causes of thoracic aortic aneurysms 
are congenital defects, trauma, and infection, 
but are rare and will only be mentioned. 
Recently a case has been reported’ of fatal 
rupture of a tuberculous aortic aneurysm. 
In Marfan’s syndrome, which consists of ab- 
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normalities in the eye (subluxation of the 


lens), in the skeletal system (arachnodac-| 


tyly), and in the cardiovascular system (aor- 
tic regurgitation), there frequently is a dis- 
secting aortic aneurysm from defects in the 
media of the aorta. The dissecting aneurysm 
develops in the ascending aorta and is no 
different except for the genetic aspects and 
that it occurs in younger people'’. McKu- 
sick'"' has reported four cases of aortic 
stenosis with dissecting aneurysms in the 
ascending aorta. In each case there was his- 
tologic evidence of cystic medial necrosis, 
and it was postulated that cystic medial 
necrosis in the aorta was due to the hemo- 
dynamic stress in the aorta. 

Aortic aneurysms constitute a distinct 
threat to life. One-third of the patients in 
Estes series’? from the Mayo Clinic were 
dead within one year after the diagnosis was 
made. Four-fifths were dead within five 
years, and of those that died, two-thirds died 
of rupture of the aneurysm. Arteriosclerotic 
aneurysms are reported from five to 20 times 
as common in men as in women®:*:* '*, The 
mean age of patients with arteriosclerotic 
aneurysms is 60 years**'*, but the range 
may vary from 34 to 70 years. 


Symptoms and findings 

Arteriosclerotic thoracic aneurysms may 
be completely asymptomatic. Often there is 
backache from pressure on the dorsal verte- 
brae, hoarseness from compression of the 
recurrent laryngeal nerve, or hemoptysis 
from erosion of a pulmonary artery. Pain 
most commonly is the predominant symp- 
tom*. The pain is in the back and epigastrium. 
There may be other symptoms related to 
compression of organs within the thorax. 
Hypertension is associated with thoracic 
aneurysms in 50-60 per cent of the cases*”. 

In the asymptomatic cases, the diagnosis 
may originate from a routine roentgen study. 
The presence of a pulsatile mediastinal mass 
should suggest thoracic aortic aneurysm, but 
must be differentiated from pulmonary and 
mediastinal tumors, which also may pulsate 
when in close proximity to the heart and| 
great vessels. A tortuous thoracic aorta and/ 
an enlarged aorta from dissection’: must also 
be differentiated. 

It is imperative to be familiar with the 
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prognosis in thoracic aneurysms, both with 
and without treatment. Symptoms from an 
aneurysm do not permit a prediction of the 
time remaining before rupture. Kampmeier™ 
has shown that in patients with saccular 
thoracic aneurysms, the duration of life after 
the onset of symptoms is measured in months. 

It is not within the scope of this report 
to go into surgical treatment. Resection and 
graft of abdominal aortic aneurysms may 
be undertaken with an expected mortality 
rate of around 15 per cent'*®. There is con- 
siderably more risk in thoracic aortic aneu- 
rysms, except in those distal to a coarctation 
where there is good collateral circulation. 
The operative mortality rate in thoracic 
aortic aneurysms in one large series* was 
50 per cent. This must be weighed against 
the prognosis without surgery, and the fact 
that more than two-thirds of the patients 
will die from rupture. 

Rupture of an aneurysm implies the blood 
has broken through the wall of the vessel 
into surrounding tissue. Ordinarily death 
ensues after rupture in a few hours or in a 
few days in rare instances. If there is a 
chance of survival once the diagnosis is made, 
operation should be undertaken on an emer- 
gency basis* 17, 

Dissection of aortic aneurysms implies 
there is separation of the intima and adven- 
titia, usually in the plane of the media, be- 
ginning in the arch and extending peripher- 
ally. Dissection rarely occurs in syphilis pre- 
sumably due to medial scarring. Dissection 
usually results in death within two weeks. 

Ruptured aneurysms usually present with 
sudden severe pain'®"*'*, but occasionally 
may not manifest any symptoms at all. Rup- 
ture is most common posteriorly and rarely 
may perforate a hollow viscus with gastro- 
intestinal hemorrhage. In the differential 
diagnosis, one must exclude acute abdominal 
conditions, particularly perforated peptic ul- 
cer, and acute pancreatitis. 


Rupture of an arteriosclerotic aneurysm 
into the gastrointestinal tract is rare; 52 
cases have been reported in the medical 
literature published in English’’. 


Summary 


A case of fatal rupture of a thoracic aortic 
aneurysm with erosion into the esophagus 
and gastorintestinal bleeding has been de- 
scribed. It behooves each physician to become 
more familiar with arteriosclerotic aneu- 


rysms as the incidence increases with greater | 


longevity. Recent developments in vascular 
surgery have rendered many arteriosclerotic 
aneurysms amenable to treatment. ® 
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Patterns of Disease 

Children may well be more vulnerable to 
diarrheal disease than adults, according to the 
current issue of Patterns of Disease, a Parke, 
Davis & Company publication for the medical 
profession. Findings of a study revealed that 
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during an outbreak of shigellosis the risk of ill- 
ness is greater among children. During the out- 
break slightly less than half of ail individuals 
exposed to the disease became ill. But the rate 


was much higher among children—two out of 


every three developed symptoms. 
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Pleural Empyema cont. trom page 59 


pneumothorax. Average values for the ad- 
mission blood count were hemoglobin of 11.1 
grams per cent, white blood count of 20,000 
with 47 per cent segmented forms and 13 
per cent stabs. Mortality rate was 21 per cent 
and the average hospital stay was 29.5 days. 


Discussion 


Pleural empyema may be missed in the 
child because breath sounds are transmitted 
from one side to the other and the dullness 
to percussion may simulate a pneumonic con- 
solidation. In one infant who developed a 
tension pneumothorax, the breath sounds 
were transmitted through both chest walls 
equally and the percussion note was equal 
on left and right. Presumably this child had 
enough thickening of the pleura to dull the 
percussion note on the side of pneumothorax 
until it was equal to that of the opposite side. 
Three examiners confirmed this after x-ray 
was taken. Irritability, lethargy, upper re- 
spiratory infections and otitis media are non- 
specific symptoms and we must rely on 
x-ray, as well as upon physical examination. 

The use of antibiotics without incision and 
drainage in treatment of patients with known 
pleural empyema has shown poor results for 
us as well as for Brownigg'. The treatment 
of choice appears to be early insertion of a 
large bore catheter, at least 15 gauge (unless 
the child is less than 15 pounds), which 
should be red rubber since it can be seen on 
x-ray. If the child shows evidence of toxicity, 
clinical and radiographic evidence of empy- 
ema, I see no contraindication to insertion of 
a catheter instead of a diagnostic thoracen- 
tesis. This is in contradistinction to the adult 
who may do well with repeated withdrawal 
of pyogenic fluids and installation of anti- 
biotics and enzymes. If only pleural thicken- 


ing is evident on x-ray, perhaps only anti- 
biotics by parenteral or oral routes is indi- 
cated. In staphylococcal empyema, the initial 
antibiotics suggested are erythromycin and 
chloromycetin. Sabiston® found novobiacin to 
be most effective. 

Bronchopleural fistulas occur in 50 to 60 
per cent of the cases and they are not a 


product of a diagnostic thoracentesis. Most | 


of them seal off with suction spontaneously, 
although a few will require lobectomy or 
pneumonectomy. Of the 120 cases noted in 
Tables 1, 2, and 3, none has been reported 
to have required resection. Pneumonectomy 
may also be entertained if a plastic exudate 
is allowed to form on the collapsed lung and 
to have subsequent failure of expansion by 
suction. 

Pretolytic enzymes are of debatable value. 
Lindskog' points out that a bronchopleural 
fistula may be opened by removing exudate 
from the opening. Yet, Miller’ used them in 
all 25 cases with no mortality. 


Summary 


The problem of empyema in childhood is 
discussed from the historic, etiologic, and 
practical views. The use of antibiotics alone 
in patients with known empyema has shown 
a higher mortality and morbidity than 


prompt surgical intervention with suction | 


catheter drainage. Suggested initial antibi- 
otics are novobiacin, erythromycin, and 
chloromycetin. Bronchopleural fistulas occur 
in 50 to 60 per cent of the cases, and these 
usually respond to suction. The value of pro- 
teolytic enzymes is still unknown. @ 


REFERENCES 
1Bloomer, W. E., Giammona, S., and Lindskog, G. E.: Staphy- 
lococcal Pneumonia and Empyema in Infancy. J. Thoracic 
Surg. 30:265, 1955. 


*Lindskog, G. E.: Present Day Management of Pleural Empy- : 
ema in Infants and Adults. New England J. Med. 225:320, 1956. 


%Sabiston, D. C., Hopkins, E. H., Cooke, E. C., and Bennett, 
I. L., Jr.: The Surgical Management of Complications of 
Staphylococcal Pneumonia in Infancy and Childhood. J. Tho- 
racic Surg. 38:421, 1959. 


Patterns of Disease 

Among causes of death of persons with high 
blood pressure, coronary artery disease ranked 
highest, accounting for 57.5 per cent of the 120 
deaths in a group of 2,510 male patients studied. 
This was reported in the May issue of Patterns 
of Disease, a Parke, Davis & Company publication 
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for physicians. These persons were 20 years of 
age or over, with minimum blood pressure of 
136/88. Other causes of death were cerebrovascular 
lesions, accounting for 10.9 per cent; malignant 
neoplasms, 9.0 per cent; accidental death, 4.2 per 
cent; malignant hypertension, 3.3 per cent; suicide, 
2.6 per cent; other, 12.5 per cent. 
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Allergic reactions cont. from page 45 


later, the temperature rises again, all too 
frequently, a relapse is suspected and the 
drug is resumed. Then trouble begins. The 
temperature goes higher, more of the drug 
is given, and only when an eruption appears, 
or a more serious drug reaction, is allergy 
suspected. When drug fever occurs alone, as 
with quinidine and Apresoline, it has certain 
characteristics. It rises abruptly within hours 
after the drug is taken, it is not sustained, 
and falls to the base line within 24 hours. 
Curiously, the patient may feel remarkably 
well. 

Drugs other than those mentioned that 
are identified frequently with the serum 
sickness pattern are penicillin, organ extracts 
and streptomycin. 


Blood dyscrasias 


The second most common systemic re- 
actions are blood dyscrasias, of which granu- 
locytopenia appears with many drugs. Since 
the granulocytes are the white cells that 
combat infection, when death occurs in this 
type of allergy it is invariably due to bac- 
terial invasion. Granulocytopenia usually oc- 
curs without disturbance of the blood plate- 
lets or red cells. Pyramidon, still used in 
combination with other drugs, particularly 
in Europe, thiouricils, anticonvulsive drugs 
and arsenicals are but a few of many that 
cause this lesion. Purpura may take two 
forms; one is without reduction of blood 
platelets, a bland lesion; the other is identical 
to thrombocytopenic purpura with prolonged 
clotting time and disseminated hemorrhages. 
This condition has been extensively studied 
and certain antiplatelet antibodies are in- 
volved. Quinidine and quinine, particularly, 
are etiologic and it is a dramatic episode 
when profuse bleeding follows the ingestion 
of a few grains of the drug. The same lesions 
have occurred in volunteers transfused with 
blood from such a patient when they took 
a small amount of the drug involved. Aplastic 
anemia, in which the bone marrow is largely 
destroyed with disappearance of most of the 
formed blood elements, is induced, among 
others, by Chloromycetin, anticonvulsive 
drugs and Atabrine. 
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Shock 


The most dramatic manifestation of drug 
allergy is anaphylactoid shock, for here, col- 
lapse and death may occur quickly after the ~ 
drug has been received. Although fatal shock 
was observed occasionally in the past in 
individuals sensitive to horse serum, and 
once in a while from skin tests and treatment 
in those highly allergic, there already have 
been thousands of cases of fatal shock from 
penicillin alone. Collapse may come so sud- 
denly that there often is little opportunity 
for resuscitative measures. In addition to 
penicillin, local anesthetics, organ extracts, 
serums and mercurial compounds are par- 
ticularly identified with shock. Hepatitis is 
less common. Lesions vary from jaundice 
caused by bile stasis, as found with Thora- 
zine, to almost complete destruction of the 
parenchymal cells. Anticonvulsive drugs, gold 
salts and the arsenicals are identified with 
these lesions, although death from Atabrite, 
sulfonamides, barbiturates, cinchophen and 
other drugs have been reported. 

One more systemic lesion should be men- 
tioned because it is the cause of most of the 
deaths reported from the sulfonamides. This 
is periarteritis nodosa. Here there is intense 
inflammation within and surrounding the 
arterial wall with intimal necrosis; a fatal 
disorder before the era of cortisone therapy. 
Deaths have been reported, also, from mer- 
curials, serums, hydantoin drugs, thiouricils, 
iodides and penicillin. 

In mentioning the common agents that 
are largely responsible for each of the al- 
lergic patterns, it may be noted that these 
comprise comparatively few drugs (Table 1). 
All are strongly allergenic. If one has these 
in mind, together with the common patterns, 
much of the clinical aspect of drug hyper- 


sensitivity will have been covered. 
continued on page 90 


TABLE 1 
Common allergenic drugs 


Penicillin Streptomycin 
Sulfonamides Organ extracts 
Hydantoins (anticonvulsants) Local anesthetics 
Mercurials Serums 
Salicylates Iodides 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Rautrax-N == 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrax-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQUIBB 


Squibb Quality a: 
the Priceless Ingredient 


ith Potassium Chloride 


AND “NATURETING® ARE SQUIDS TRADEMARKS 


Rocky MountTaIn MEDICAL JOURNAL 


40 


| | 
| 
| 
ag 
“4 
q 
o 


NAL 


ANNUAL CLINICAL 
CONFERENCE 


Chicago Medical Society 


Protection against loss of income from Feb. 27, 28, Mar. | and 2,1962 


accident and sickness as well as hospital PALMER HOUSE, CHICAGO 


expense benefits for you and all your 
eligible dependents. 


Lectures Teaching Demonstrations 


ALL PHYSICIANS Medical Color Telecasts 
SURGEONS Instructional Courses 
COME FROM 
The CHICAGO MEDICAL SOCIETY 
PHYSICIANS CASUALTY & HEALTH ANNUAL CLINICAL CONFERENCE 
ASSOCIATIONS should me a MUST on the calendar of 
OMAHA 31, NEBRASKA every physician. Plan now to attend and 
Since 1902 make your reservation at the Palmer 
Handsome Professional Appointment Book House. 


sent to you FREE upon request 
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Allergic reactions cont. trom page 81 


Penicillin reactions 


Having presented the high points of al- 
lergic drug reactions, it would be well to go 
into some detail about reactions to penicillin, 
since this drug today holds the number one 
position in regard both to frequency and 
severity of reactions. 


Penicillin came into clinical use in 1941 
when a few cases were treated. By 1945 it 
was beginning to be widely employed and a 
few scattered reports of reactions, mostly 
dermatoses, appeared. Most of these lesions 
were mild and the drug was generally con- 
sidered a safe one to use. This was a welcome 
relief after the sulfonamide compounds 
which were giving widespread and serious 
reactions. In 1947, Kolmer declared that in 
the whole range of chemotherapy, with few 
exceptions, no other compound combined 
such a paucity of side effects with a high 
therapeutic activity as did penicillin. By 1949, 
after eight years of clinical use, two deaths 
from anaphylactoid shock had been reported 
and three more from exfoliative dermatitis. 
The following 18 months told a different 
story, however, in that reports of 16 fatal 
cases appeared. By 1956, it was estimated 
from a survey that over 1,000 deaths had oc- 
curred. There is evidence that since then 
that the number of severe reactions as weil 
as the death rate have accelerated. This phe- 
nomenon is related to the widespread use of 
penicillin. Repeated administration of the 


drug to a large number of individuals induces 
increased sensitization to it and, thus, the 
limits of tolerance are exceeded more and 
more. 


In 1943, there was but one form of the | 
drug dispensed, of which 29 pounds were | 


produced. Ten years later, in 1953, there were 
121 preparations and 750,000 pounds, almost 
400 tons, were produced. Some of this was 
used abroad, some for experimental purposes, 
and some in domestic animals. If one as- 
sumes, arbitrarily, that 100 tons, a seemingly 
conservative figure, had been divided equally 


among all the inhabitants of the country, | 
each would have received about one million | 


units. During the following four years, the 
average annual production rose some 100,000 
pounds over that of 1953, and again much 
of this was for human consumption. From 


these figures, one must conclude that a great | 


many millions of individuals have already 
received substantial amounts of the drug; or, 
to put this in another way, they have already 
become sensitized to it or are in the process 
of becoming so. 


( hangine patter 


As a result, the clinical picture of peni- 
cillin reactions has changed. In the early 
reported experiences, reactions were limited 
in numbers, and severe ones were induced 
only by parenteral administration. Now, a 
large array of allergic manifestations are 


recorded (Table 2), and anaphylactoid shock | 
may occur from trivial contact in those high- , 


ly sensitized (Table 3). 


TABLE 2 
Recorded lesions of penicillin hypersensitivity 
Dermatoses Systemic reactions 
Urticaria Serum sickness pattern Anaphylactoid shock* 
Exanthamatic eruptions Fever Periarteritis nodosa* 
Contact dermatitis Arthralgia Hepatitis* 
Erythema multiforme Peripheral neuritis Purpura (thrombocytopenic) 
Exfoliative dermatitis* Myocarditis Bronchial asthma 


Bullous eruptions* 
Purpura (non thrombocytopenic) 
Fixed eruption 


Renal insufficiency 


L. E. cells in the blood 


*Fatality 
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TABLE 3 
Severe anaphylactoid shock from 
penicillin 


Administered by 


Intramuscular injection* Sinus instillation 


Tablets* Pleural lavage 


Trochees* Nose drops 
Capsules Contaminated syringe* 
Suspension Inunction 
Skin test* Poliomyelitis vaccine 
*Fatality 


SSLOT 


Having presented the harmful results of 
the administration of allergenic drugs, one 
must weigh these against their beneficial 
effects. To take penicillin, again, as an ex- 
ample, this drug doubtless has saved thou- 
sands of lives and is indispensable to certain 
programs such as that of venereal disease 
control conducted by the World Health Or- 
ganization in over 20 countries in which 
millions of individuals are exposed to the 
drug; and in the rheumatic fever control pro- 
gram; and in the treatment of subacute bac- 
terial endocarditis. Its benefits in these cir- 
cumstances far outweigh its side-effects. 
There is something to be said for the point 
of view on the part of those interested in 
these programs wherein they express reser- 
vations about stressing the dangers of peni- 
cillin administration lest fear of giving the 
drug may deprive a patient of its benefits. 

To reconcile these differences of opinion, 
the problem may be reduced to simple terms. 
When an allergenic drug is essential it should 
be given; if it is not essential, it should not 
be given. To be sure, it may be essential in 
a patient who already has exhibited a re- 
action to it. This becomes an individual prob- 
lem which should not detract from the prin- 
ciple involved. Were this principle followed 
with the common allergenic drugs, then 
hypersensitivity to them would no longer be 
a major problem. 


The disadvantages of antibiotic therapy 
such as bacterial resistance and the altera- 
tion of bacterial flora are not within the 
scope of this presentation. They have, how- ~ 
ever, a direct bearing on it. For instance, in 
the European theater, an Army directive 
that no antibiotic should be given for an 
undiagnosed disorder unless life be threat- 
ened has, of course, lessened the incidence 
of penicillin reactions. In the Navy and 
Marine Corps, the rate of issue of injectable 
penicillin was reduced 60 per cent in a four- 
year period. During this time the reactions 
to the drug were reduced by just that per- 
centage. In neither of these situations was 
there indication that the welfare of the per- 
sonnel had suffered. 

It is generally believed that it is the in- 
discriminate use of penicillin that is re- 
sponsible for the majority of reactions. De- 
spite an impression to the contrary, it has 
been found of no value in a variety of condi- 
tions where it is used: at surgery to prevent 
subsequent respiratory infection, in patients 
in coma for the same purpose and in polio- 
myelitis with the threat of aspiration. Its 
role in the common cold and other virus in- 
fections of the upper respiratory tract, also 
to prevent bacterial invasion, is being ques- 
tioned. If an antibiotic drug seems advisable 
in these situations, a broad coverage substi- 
tute which is not allergenic (such as Achro- 
mycin) should do just as well. 


Summary 


In conclusion, the situation may be 
summed up by pointing out that allergic re- 
actions to drugs is another man-made disease. 
If we assume a rather absurd situation where- 
in no allergenic drugs were dispensed, there 
would be no drug allergy. If, on the other 
hand, these drugs are given beyond their 
essential needs, an excess of reactions beyond 
a permissible normal will occur. The situa- 
tion, then, is within our control. If this be- 
comes understood, our worthy attempts to 
help our fellow man will not inadvertently 
harm him or even destroy him, beyond the 
point of a knowledgable risk. @ 


We urge you to send copy on your scientific program to 
” 
your RMMJ goes on”’ builetin— 


your monthly guide to medical meetings in eleven western states! 
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Indications cont. trom page 47 


as to what he should tell the patient. As 
Prather* pointed out, there is no unanimity 
of opinion concerning the more subtle indica- 
tions for prostatectomy. Wildbolz* believed 
that many patients are operated on too soon, 
since, in some, with time improvement will 
occur or at least the process will not worsen. 
This, however, is the exception, and unless 
it is believed that prophylactic prostatectomy 
should be performed for the mildest symp- 
toms, or findings, unnecessary prostatectomy 
will rarely be done for benign prostatic hy- 
perplasia. Generally, poor functional results 
denote poor selection of patients. Beware of 
the patient with a 20-year history of fre- 
quency and dysuria without nocturia, resid- 
ual urine, trabeculation or infection. 
Residual urine has been listed as an indi- 
cation for prostatectomy. No one would rec- 
ommend prostatectomy for the patient with 
minimal symptoms, no infection and only 
one ounce of retained urine. Prostatectomy 
is generally recommended in patients con- 
sidered reasonably good operative risks in 
whom the predominant finding is four or 
five ounces of uninfected residual urine. We 
generally consider three or more ounces of 
residual urine a definite indication for pros- 
tatectomy in the absence of other significant 
findings. Naturally, in the presence of in- 
fection that does not subside promptly or 
that recurs, diverticula, or stones, even one 
ounce if residual urine is an indication for 
prostatectomy. Headstream' suggested per- 
formance of prostatectomy on any patient 
with more than two ounces of residual urine. 
In an exhaustive monograph based on 370 
prostatectomies, Ekman” drew some interest- 
ing conclusions. Cystourethrography was 
used as a diagnostic aid in 188 patients. The 
cases were graded from I to III according to 
the degree of trabeculation in the bladder. 
In patients with mild trabeculation, no sig- 
nificant changes were seen in the upper uri- 
nary tract. Eleven per cent of those with 
moderate trabeculation had dilatation of the 
ureters, kidneys, or both, on excretory urog- 
raphy, and in those with severe trabecula- 
tion, associated with cellule formation or 
diverticula, 64 per cent had significant dila- 
tation of the upper urinary tract. Three 
patients with less than 100 cc. of residual 
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urine had dilatation of the upper urinary 
tract and significant vesical lesions. Ekman 
concluded that moderate trabeculation in the 
urinary bladder always foretells dilatation of 
the upper urinary tract and is sufficient rea- 
son for prostatectomy. These data provide 
another yardstick for evaluation of candi- 
dates for prostatectomy. Certainly, enough 
back pressure in the bladder to cause dilata- 
tion of the ureters, renal pelves, and calyces 
is sufficient reason to relieve the obstruction. 


Diagnostic tools 


The tools needed to detect the foregoing 
criteria for prostatectomy are easily acces- 
sible to the family physician. An adequate 
physical examination, including digital ex- 
amination of the rectum and prostate, is 
mandatory. However, one must not be mis- 
guided by the relatively small prostate since 
some of the most severe obstructions occur 
in relatively small glands associated with 
median bar hyperplasia, contracted vesical 
neck, or intravesical median lobes. None of 
these can be diagnosed with the examining 
finger. Likewise, significant obstruction 
sometimes results from intra-urethral intru- 
sion of the lateral lobes with little or no out- 
ward enlargement of the prostate. 

Urinalysis is essential in evaluating these 
patients and a microscope and centrifuge are 
standard equipment in most practitioners’ 
offices. The important fact to recall in per- 
formance of urinalysis in men is that a 
second glass specimen must be used in order 
to prevent prostatic and urethral contami- 
nating elements disguising the true picture 
of the urine. 

Catheterization of the bladder as a cause 
of cystitis and pyelonephritis has received 
much attention recently. Although urethral 
instrumentation has probably received more 
credit as a cause of pyelonephritis than is 
justified in these elderiy people with possible 
residual urine, it certainly is a frequent 
cause of lower urinary infection. It is as 
much the physician’s job to avoid causing 
disease as it is to cure it. For this reason, if 
the diagnosis can be made without instru- 
mentation, often distressing bleeding, chills 
and fever, and an increase in irritative symp- 
toms can be prevented. An easy, fairly ac- 
curate means of determining residual urine 
is by use of the phenolsulfonphthalein test. 
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The patient with normal renal function will 
excrete at least 60 per cent of 1 cc. of phenol- 
sulfonphthalein injected intravenously in one 
hour, if the bladder is being emptied com- 
pletely. If, however, he is excreting only 30 
or 40 per cent of the dye in one hour, it is 
relatively easy to interpolate the approxi- 
mate residual urine. This test is still one of 
the more accurate methods of determining 
renal function, is easy to perform in the of- 
fice, and is inexpensive. 


urogram 


Intravenous urography is perhaps one of 
the best methods of determining the need 
for prostatectomy in the patient with pros- 
tatism. It will supply much of the informa- 
tion required to tell the patient whether his 
prostate should be removed. Renal function 
must be normal or only slightly decreased 
before significant concentration of the dye 
is evident on the film. If azotemia is suspect- 
ed, the intravenous pyelogram- shouid be 
deferred until the routine blood urea nitro- 
gen value is reported. Dilatation of the kid- 
neys or ureters is best demonstrated in al- 
most all urologic conditions by the intra- 
venous urogram, provided renal function is 
adequate to concentrate the dye. 

The 15- or 20-minute films should show 
the bladder reasonably well and should give 
a fair indication of gross trabeculation and 
at least suggestive evidence of diverticula. 
The postvoiding film will probably give an 
even more accurate estimate of the residual 
urine than the phenolsulfonphthalein test. 
This should be a routine part of intravenous 
urography in men older than 50 years of age, 
or in younger men with symptoms of lower 
urinary obstruction. Vesical calculi can be 
detected in plain roentgenograms. 

If doubt remains as to the presence or 
absence of significant residual urine, a cathe- 
ter can be passed under strict aseptic condi- 
tions without undue risk of infection. It is 
best to use a Coudé catheter not larger than 
No. 20 French or smaller than No. 16 French 
and to have the patient take a sulfonamide 
or “broad spectrum” antibiotic. 

The more refined diagnostic tools of the 
urologist for evaluating prostatism are usual- 
ly reserved for the hospitalized patient, or 
at least their use is postponed until the pa- 
tient will accept immediate hospitalization if 
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the indications are present. 

It should be emphasized that there is no 
rigid set of rules for all patients with pros- 
tatism. The patient’s age and life expectancy - 
should be considered before surgical treat- 
ment is recommended. The physiologic age is 
more important than the chronologic age, 
particularly in regard to the cardiovascular 
system. Cardiovascular disease without irre- 
versible failure is rarely a contraindication to 
prostatectomy. In fact, many patients’ cardi- 
ac condition will improve once renal and 
vesical function have been restored to nor- 
mal. This also applies to many diabetics, 
particularly those with chronic lower urinary 
infections secondary to prostatic obstruction. 
Paradoxically, there are patients with cardio- 
vascular and renal disease whose prostatism 
had previously been well compensated until 
they began taking one of the diuretics, which 
puts too heavy a load on their partially de- 
compensated bladders, although it benefits 
the cardiovascular disease. It is unwise to 
deprive such patients of prostatectomy if 
their general condition can be sufficiently 
improved to the point of a compensated car- 
diovascular system with the aid of preopera- 
tive catheter drainage. The urethral catheter 
has not yet replaced the suprapubic catheter 
as the best form of prolonged drainage which 
may be required. 


What can the patient expect? 


What can the patient expect from pros- 
tatectomy? Will he be able to void as he did 
as a young man? Will the urinary infection 
always subside and is there danger of serious 
postoperative complications? If the indica- 
tions discussed in this paper are closely ob- 
served, urinary function can be expected to 
be normal or nearly normal after prostatec- 
tomy. The stream should be of normal caliber 
and force, and most patients should no longer 
be bothered with nocturia. Provided severe 
chronic pyelonephritis has not already de- 
veloped, the pyuria should disappear within 
three months of operation. If it does not, a 
postoperative urethral stricture may have 
developed or the patient may still be retain- 
ing urine because of severe vesical atony. 
The latter will most often eventually return 
to normal and strictures can be dilated peri- 
odically at gradually increasing intervals of 
time. 
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If the urologist selects the proper type of 
prostatectomy for each case, there should be 
little likelihood of recurrence of the hyper- 
plastic tissue in later years and the incidence 
of stricture should be low. Many patients will 
not submit to necessary prostatectomy be- 
cause of the fear of impotence. Finkle and 
Moyers" recently reported retention of po- 
tency in 70 per cent of patients who under- 
went elective prostatectomy provided they 
were potent within one year of operation. 
The incidence of retained potency ranges 
from 66 per cent in perineal prostatectomy 
to 75 per cent in suprapubic and retropubic 
prostatectomies. Most patients are usually 
rendered sterile by prostatectomy, not from 
the enucleation itself, but rather from elec- 
tive bilateral vasectomy, done preoperatively 
to prevent epididymitis, which can be a 
severe complication, particularly in the eld- 
erly, poor risk patient. In fact, epididymitis 
should be a relatively infrequent complica- 
tion, provided the patient has not had pre- 
operative instrumentation or has had vasec- 
tomy shortly after instrumentation along 
with adequate chemotherapeutic or antibiotic 
agents. 

Postoperative hemorrhage does occur, but 
when it does, it is usually within two weeks 
of operation, during which time most urolo- 
gists keep the patient in close contact with 
them. It develops after transurethral resec- 
tion much oftener than after open enuclea- 
tion. 

Incontinence should also be a relatively 
rare complication of any type of prostatec- 
tomy. When it does occur, it usually subsides 
within two or three months. Stress inconti- 
nence develops most often in debilitated pa- 
tients with chronic prostatism who also usu- 
ally have a relatively atonic rectal sphincter. 

This discussion has been confined to be- 
nign prostatic hyperplasia. Patients with 
adenocarcinoma of the prostate may have 
the same symptoms and signs as those with 
benign disease, but obstruction is better 
treated by transurethral resection than by 
one of the open methods. Transurethral re- 
section is also occasionally recommended for 
severe, intractable prostatitis with secondary 
urinary infection. The patient with severe 
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calculous prostatitis, which may or may not 
be obstructive but which frequently is the 
cause of refractory urinary infection, is best 
treated by subtotal perineal prostatectomy, 
provided he is willing to sacrifice potency to 
be relieved of his distressing symptoms. 
Otherwise, transurethral resection can be 
done in the hope of getting all the stones 
and infected tissue. In all of these except 
the subtotal perineal procedure true pros- 
tatic tissue is never removed, the only thing 
that is disturbed being the periurethral, ade- 
nomatous hyperplasia, which is enucleated 
by an open procedure and resected out to 
the true prostatic tissue by the transurethral 
procedure. The results from any of these pro- 
cedures, whether transurethral resection, 
suprapubic prostatectomy, retropubic pros- 
tatectomy, or perineal prostatectomy, should 
be equally good provided the urologist is 
capable of performing each procedure and 
selects the proper operation for each indi- 
vidual patient. 


Conclusions 


There are a number of definite indications 
for elective prostatectomy but there is no 
ironclad rule as to which patient should 
undergo operation and which one should not. 
Many factors, including the indications dis- 
cussed as well as the patient’s age, general 
physical condition and life expectancy, 
should be weighed against the risks of a 
major surgical procedure before operation is 
recommended. 

The office procedure for determining the 
candidates for prostatectomy are usually 
available to most general practitioners. If the 
urologist selects the proper operative pro- 
cedure for each individual case, good results 
can be expected in most cases. @ 
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Private practice is better 


A comparison of the volume of medical care 
in the United States and the results produced with 
the volume of medical care and the results pro- 
duced in Britain clearly demonstrate the supe- 
riority of private practice over socialistic medicine. 


United Great 


Volume of medical care States Britain 


1. Visits to the doctor per unit of 


population per 4.7'  6.85° 
2. Prescriptions per unit of 

population per year.............................-... 3.7 5.22 
3. Average hospital 20.5° 
4. Average days lost from work 

Results produced 


Under socialistic medicine, Britain has a great 
volume of medical care with mediocre results. 
Under private practice, our United States has 
efficient, effective medical care with superior 
results. 


Lawrence T. Brown, M.D. 
Denver, Colo. 
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A.M.A. Clinical Meeting 
set Nov. 26-30 at Denver 


The 15th annual clinical meeting of the Ameri- 
can Medical Association will be held November 
26-30 at Denver, with a program geared to basic 
problems of medicine faced by physicians in their 
practice. 

An outstanding scientific program, with empha- 
sis on new research developments, has been 
planned under the direction of Samuel P. Newman, 
M.D., Denver, Chairman of the A.M.A.’s Council 
on Scientific Assembly. 

Some highlights will include sessions and 
papers on such important areas of medicine as 
genes and chromosomes, electronics and computers 
in medicine, space medicine, medical aspects of 
American habits, new developments in virology, 
treatment of radiation injuries, new findings in 
chemotherapy for cancer and latest data in the 
field of antibodies and antigens, Dr. Newman said. 

With more and more nuclear reactors coming 
into use all over the nation, many practicing physi- 
cians soon may begin to face the problem of treat- 
ing injuries from radiation accidents, the chair- 
man said. 

A section of internationally known experts in 
the treatment of radiation injuries will offer three 
major papers in this important new area of medi- 
cal care. 

The age of advancing physical science also of- 
fers new findings to medical science: the use of 
electronics and computers in medicine. 

Computer systems for recording medical data 
to aid the physician in his diagnosis and prognosis 
will be discussed. 

The virus, one of the most complex problems 
facing the clinician, will be the subject of a series 
of papers by outstanding specialists. 

The program is designed to assist the physician 
in his practice. The latest findings in many areas 
of medicine will be presented by men who are 
top specialists in their fields. The meeting will be 
of great value to the clinician in advancing his 
knowledge. 


‘| ear octor 
y cH eart: 


Dear Dr. Kindly Heart: 

I am henpecked and sick to death of it. My 
wife is quite domineering—in fact, I might say 
she is definitely “bossy.” But this doesn’t bother 
me too much because I have a busy practice and 


for OcrosEr, 1961 


I can tolerate being pushed around at home. It’s 
the office that has the best of me. I have an office 
nurse that drives me to distraction. She tells me 
when to get up, where to go, when to be at the 
office, who to see first, what I should give the 
patients, how much to charge and even tells me 
how much to smoke and eat. How can I possibly 
straighten out this situation? 

Signed: Dr. “Henpecked” 


Answer: 


Dear Dr. “‘Henpecked”: 
Sell your practice to the office nurse and send 
your wife to law school. 
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WANT ADS 


FOR SALE: Upright office fluoroscope, good condi- 

tion, $300.00. Contact Autrey R. Croke, M.D., Penrose 
Hospital, 2215 No. Cascade Avenue, Colorado Springs, 
Colorado. Phone MElrose 4-6671. 10-1-1 


STAFF PHYSICIAN, accredited 249 bed _ hospital, 

thoracic diseases, general medicine and surgery. 
State approved Rehabilitation Center. Starting salary 
$766/$817. If experienced in general surgery, starting 
salary $913/$965. Modern furnished house for family 
included. Tulare-Kings Counties Hospital, Springville, 
California. 10-2-2 


WANTED—Internist, board eligible or certified to 

CG, associate with small group specialists. Northwest 
f city 55,000. Excellent opportunity. No investment. 
cating Drinting Write Box 10-3-6, Rocky Mountain Medical Journal, 
835 Republic Bldg., Denver 2, Colorado. 10-3-6 


and Lthogvaphing Wtant WANTED—Pediatrician, board certified to 


associate with small group specialists. Northwest 


city 55,000. Excellent opportunity. No investment. 
Write Box 10-4-6, Rocky Mountain Medical Journal, 
the lhe Rocky Mountain 835 Republic Bldg., Denver 2, Colorado. 10-4-6 


, - AVAILABLE DECEMBER Ist in booming area, office 
= (a suite with 640 sq. ft. floor space in 6 unit air con- 
mypire ditioned Medical Building at 1835 So. Federal Blvd. 
Suitable for either Doctor or Dentist. Ample parking. 

+ $200.00. Phone MA. 3-2000 or YU. 5-1692 or write 

G. Traut, 1248 Eleventh St., Denver 4, Colorado. 10-5-1 


THE CLINICAL CHEMISTRY LABORATORY DIRECTOR: 


Clinical chemist with wide experience, looking for 


a newly-created position directing special chemical 

A B HIRS(¢ ‘HFELD and physiological services in a well-endowed hospital 
7 a with new or planned facilities, demanding standards, 
and salary opportunities commensurate with what he 

PRESS feels are excellent qualifications. Desires isotope lab- 

oratory facilities and opportunity to continue re- 

search in blood dialysis. Box 10-6-1, Rocky Mountain 

Medical Journal, 835 tepublic Building, Denver, 

Colorado. 10-6-1 


Speer at Acoma ¢ Denver * CHerry 4-3321 


MEDICAL TECHNOLOGIST WANTED—Good working 

conditions. Starting salary $400.00 per month. 40- 
hour week. Capable of doing most laboratory tests. 
Southern Colorado city. Reply to Box 10-7-1, Rocky 
Mountain Medical Journal, 835 Republic Building, 
Denver, Colorado. 10-7-1 


WANTED: PHYSICIAN FOR GENERAL PRACTICE 

of medicine in small rural community to serve all 

of Powder River County and surrounding area. 

Small clinic building completely equipped is available. 

FOR THE Physician will be appointed County Health Officer 


and County Physician at salary of $150 per month, 
For further information communicate with Mrs. 


MEDICAL PROFESSION Harold Miller, Broadus, Montana. 10-8-TF 


SOUTHWEST DENVER — Generalist or _ internist 

needed. Expansion of established general practice 

etfices. Use of existing x-ray available. Offices fully 

Now available in exclusive Medical-Dental Building air conditioned. 1815 So. Federal. W. H. Prockter, 

: TE. 5-3477. 9-1-3 
in Montana’s largest and fastest growing city. 


DENVER GENERAL HOSPITAL has the following 
positions open: Staff psychiatrists—$11,772 to 
For information write: $14,724. Phone Dr. Kent at CHerry 4-6969, Ext. 


9-3-TF 

BUILDING MANAGER SPACE available for Medical Practice, 1601 So. Fed- 

. ey eral, November or December 1961. ENT, Urologist, 

212 Medical Arts Building, Great Falls, Montana Psychiatrist, Ophthalmologist, etc. Robert Y. Beeler, 
D.D.S., 1835 So. Federal Blvd... WE. 6-0504. 9-4-TF 


BE 3-462) 


EARNEST DRUG Pha macy 
217 16th Street 
Prescription Specialists 


Quality Drugs Courteous Service 
Jess L. Kincaid 
Telephones KEystone 4-7237—KEystone 4-3265 ADJUSTABLE CRUTCHES FOR RENT 


SURGICAL SUPPLIES 
DRUGS AND PRESCRIPTIONS 


FRESH—-CLEAN—COMPLETE 


PRESCRIPTION STOCK 
Free Delivery in Lakewood 


Free Delivery and Vicinity 
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